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Preface 


This is a select compilation of 
speeches and lectures delivered by 
Dr. Uton Muchtar Rafei, Regional 
Director, WHO South-East Asia 
Region, at various International 
Conferences, meetings and seminars 
during 1994-96. A wide gamut of 
topics ranging from medical research, 
control of communicable diseases to 
the role of women in health and 
development have been covered. 


This volume provides an insight into 
the health problems of the Region as 
well as an indication of the broad 
range of. collaborative efforts made 
by WHO in the South-East Asia 
Region towards achieving the goal of 
Health For All by the year 2000. 
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INTEGRATED CONTROL 
OF DISEASES 


Malaria Control 
with Emphasis on Drug Resistance 


ALARIA is still one of the major 
health problems in countries of 
the South-East Asia Region. 
Almost 475 million people or 35% of the 
population in our Region live in areas of high 
to moderate malaria risk, and practically 
all areas bordering the countries of the 
Western Pacific Region belong to this 
category. Multidrug resistant P. falciparum 
malaria is highly prevalent in areas along 
the regional borders. The "epicentre' 
of multidrug resistance has moved recently 
from the Thailand-Cambodia border to 
Eastern Myanmar, bordering Laos, the 
People’s Republic of China and Thailand. 
Unless our countries undertake intensive, 
coordinated efforts in controlling malaria 
in border areas, the problem of multidrug 
resistant falciparum malaria is very likely 
fo get accentuated in future. 
Keeping the aforesaid in mind, 
the Regional Office for South-East 
Asia has taken practical steps in fostering 
collaboration in malaria control among 
countries sharing international borders 
within our Region. Several border malaria 
meetings were held recently involving 
staff at the operational level. The 


coordination and information exchange 
mechanisms between border districts 
have also been established. 


Undoubtedly, similar mechanisms exist 
within the Western Pacific Region as well. 
Close collaboration therefore is required 
at all levels in combating multidrug 
resistant malaria. 


The treatment and management of 
multidrug resistant malaria is expensive and, 
perhaps, may not be affordable for health 
services and the people in most of the 
countries in our Region. | wish to underline 
the urgent need to focus our efforts in reducing 
the burden of malaria among such poor and 
underserved communities. In this connection, 
we have to ask ourselves, "How effective is 
the contribution of our programme in 
alleviating the malaria probleme" 


We have noted that as regards the efforts 
to solve a complex health problem like 
malaria, a successful programme never 
works in isolation. These efforts have 
features: effective 


certain common 


programme management, — prudent 


application of existing control technologies, 


interregional Meeting on Malaria Control with Emphasis on Drug Resistance, Manila, Philippines, 21 - 24 Oc tober, 1996. 


strong intersectoral partnership and, 


community participation. 


let us learn from the experiences 
of Thailand and Sri Lanka in controlling 
the malaria problem in general, and drug 
resistance in particular. Early detection, 
prompt treatment with effective drugs, 
and a functioning referral system, 
all working in tandem with selective vector 
control are instrumental in reducing 
the burden of malaria and multidrug 


resistance. 


| have noted with satisfaction that this 
meeting is aimed at establishing and 


operationalizing the mechanisms for 
interregional information exchange and 
coordination of malaria control in border 
areas. Both our Regions have accumulated 
experience in ensuring early detection and 
prompt treatment of cases, selective vector 
control, use of impregnated mosquito nets, 
and field operational research. In this 
connection, | wish to stress the importance 
of biregional collaborative programmes on 
control of drug resistant malaria. There is an 
urgent need to develop common strategies 
and approaches for the control of multidrug 
resistant falciparum malaria, particularly 
in the malaria epicentre areas shared 
by both our Regions. 


a 


Elimination of Leprosy 


eprosy is as old as humanity. It has 

caused fear in the minds of people 

wherever they lived. Millions of people 
over centuries have suffered this dreaded 
scourge. Many more have been disfigured 
and maimed because for a very long time 
leprosy remained incurable. 


It was only in the early-1940s when drugs 
like Dapsone were discovered, and an 
impact was made on the disease. But the 
impact was limited, because the drug had 
to be continued over a long period. The 
introduction of multidrug therapy (MDT) in 
1981 changed the situation dramatically. 


The standard regimen of MDT was started 
in a phased manner in 1982 in some 
countries of the South-East Asia Region. 
It was gradually extended to other parts 
of the Region in 1985. Adoption of the 
MDT brought 
signiticant changes in the leprosy situation. 
The estimated number of leprosy cases 
has reduced from 5.5 million in 1985 
to 0.8 million in 1996, while the registered 
cases dropped from 3.8 million to 0.6 million 
during the same period. 


strategy has about 


The decrease has varied with the level 
of MDT coverage in the countries — from 
less than 0.5 per 10,000 population in 
Thailand to 6.8 in India and Nepal. Since 
the introduction of MDT, about 7 million 
patients had been treated by mid-1996. 
It is now observed that 50 per cent of 
the new cases have only one or two skin 
lesions as against many lesions seen in 
the severe form of the disease before 


the MDT era. 


Atter one decade of the introduction of 
MDT, and the encouragement it gave for 
the treatment and control of leprosy, the 
World Health Assembly, in 1991, 
proclaimed the target of elimination. of 
leprosy by the year 2000. 


In 1994 two countries in the South-East 
Asia Region, i.e. Sri Lanka and Thailand, 
achieved the elimination target of 
one case per 10,000 population. Three 
more countries, Bhutan, Indonesia and 
Maldives, are expected to do the same by 
the end of 1997. In spite of this, the 
region still contributes 70 per cent of the 


cases registered globally. Of the five countries | 


Second International Conference on the Elimination of Leprosy, New Delhi, India, 1] October, 1996 


in the world with the highest number of 
leprosy cases, four are in this Region. 


The Regional Committee for SouthEast 
Asia, at its annual meeting last month, 
discussed the question of elimination 
of leprosy and adopted a resolution. 
lt urged Member States to: 


* Review their national leprosy programmes 


regularly; 


* Intensify surveillance of leprosy cases, 
particularly at health centres, outpatient 
departments of general hospitals and skin 


clinics, especially private clinics, and 


* establish facilities at appropriate levels for 
the diagnosis and treatment of suspected 
cases as well as for the follow-up of 


patients’ compliance. 


The World Health Organization is 
committed to continue its support to the 
national leprosy programmes and provide 
technical assistance to Member States 
for developing and strengthening 
their surveillance systems. It will support 
national campaigns for the elimination 
of leprosy in all countries. 


—— 


Selected Communicable Diseases 
with Epidemic Potential 


oday, infectious diseases pose a 

serious threat to human health and are 

leading causes of death worldwide. 
While ancient scourges like tuberculosis 
and malaria, have reappeared with 
increased intensity, the world has witnessed 
the appearance of at least 30 new infectious 
diseases during the last two decades. 
The HIV/AIDS, the 
re-emergence of plague in India in 1994, 
and the outbreaks of Ebola haemorrhagic 
fever in Zaire in 1995 and in Gabon 
in 1996 highlight the immense human 


sufferings and great economic losses 


pandemic of 


that can result from these diseases. Diseases 
health 


significance before, such as melioidosis, 


which were of no_ public 
are, in some countries assuming public 
health importance in association with 
HIV infection. 


Outbreaks of dengue/DHF, meningococcal 
meningitis, Japanese encephalitis and viral 
hepatitis have now become a common 
occurrence in the countries of the South-East 
Asia Region. These and other diseases 
are now identified as 'New, Emerging and 
Re-emerging Infectious Diseases’. WHO 
considers these diseases to be of utmost 


importance, and has, therefore, developed 
a global strategy and established 
a mechanism for their prevention and 
control, with particular emphasis on 
epidemic preparedness and rapid response 


at the time of outbreak. 


Many factors are responsible for the 
emerging disease scenario. Rapid population 
growth, unplanned and uncontrolled 
urbanization, resulting in overcrowding, 
inadequate sanitation facilities, and poor 
quality of water supply have all combined 
to upset the ecological balance. 
The increased volume and speed of national 
and international travels has contributed 
to the rapid spread of infectious diseases. 
The situation is getting further complicated 
with the emergence of new strains 
of microbial agents as a result of 
genetic mutation and some of the strains 
developing resistance to the commonly 


available antimicrobials. 


Since the eradication of smallpox, 
interest in communicable diseases 
has waned, due to changes in health 
development priorities, and there has been. 


reduction in the allocation of resources for 


intercountry Symposium on Prevention and Control of Selected Communicable Diseases with Epidemic Potential, 
SEARO, New Delhi, India, 3 - 7 June, 1996. 


public health services as a consequence. 
Such changes have occurred to the detriment 
of progress in the development and 
implementation of control measures for 
communicable disease. The situation now 
is that surveillance activities are nof 
being carried out with a sense of purpose. 
Both the capacity and the capability 
to respond effectively to a public health 
emergency, such as a disease outbreak, 


have weakened. 


There is now an urgent need to rebuild 
the foundations of prevention and control of 
communicable diseases. The first priority 
is to improve surveillance systems at country 
level through assessing the existing 
capacities and capabilities, strengthening the 
weak areas and building up mechanisms 
to quickly recognize and respond 
fo emergencies in a more systematic 


and effective manner. 


WHO/SEARO has taken action to focus 
the attention of its Member Countries 
to the increasing threat of communicable 
diseases and to help them develop 
strategies and action plans for their 
efficient and effective prevention and 
control. In March 1995, an interregional 
meeting on the prevention and control 
of plague was held in SEARO, at 
which the issues of new, emerging and 
re-emerging infectious diseases were 
discussed in depth. As a follow-up to this 
meeting, an intercountry meeting on 


the subject was held in August 1995 where 
the factors responsible for the emergence 
and re-emergence of infectious diseases 
were analyzed, strategies for their recognition 
and control were formulated, and the 


necessary follow-up actions were 


recommended. Country and regional action 
plans for improving the existing surveillance 


systems were also developed. 


In October 1995, a Regional Consultative 
Meeting on Dengue/DHF was held in the 
Regional Office where strategies and plans 
of action for the prevention and control 
of the disease at national and regional levels 
were reviewed and revised. WHO continues 
to support the clinical trials of the dengue 
vaccine developed by Mahidol University, 
Bangkok. Steps are being taken to 
designate the Children's Hospital in Bangkok 
as a WHO collaborating centre for 
case management of dengue/DHF/DSS. 
Three other institutions in the Region are 
in the process of being designated as 
WHO collaborating centres for epidemiology 
and new, emerging and re-emerging 
intectious diseases. 


A consensus meeting of participants 
from all the Member Countries was held 
in December 1995 for starting Up 
a Gonococcal Antimicrobial Sensitivity 
Programme (GASP) jin. the 
with the object of 
gonococcal 


Region 
monitoring 
antimicrobial sensitivity 
testing. Establishment of a network of 


laboratories in this important area will 
promote a broader scope for monitoring of 
antimicrobial resistance in the Region. 


As part of its efforts in this crucial area, 
WHO also conducted a training workshop 
on laboratory diagnosis and surveillance 


of plague at Yogyakarta, Indonesia, 
in March 1996. 


Discussions at this symposium are going 
to be devoted to some selected diseases 
which have an epidemic potential and 
are of particular importance to the Region. 
Discussions will also be focused on some 
other diseases which though are not 
yet present in the Region, but have the 
possibility of breaking the barriers and 


health 
For example, yellow fever which has never 
been reported in this part of the world, 


causing serious problems. 


poses a real threai as its mosquito vector 
is widely prevalent in the countries 
of the Region. 


During the course of this meeting the most 
recent knowledge on eight selected infectious 
diseases will be presented, along with the 
type and scale of rapid response required to 
control their outbreaks. | am glad to note that 
the country participants will also be 
presenting the follow-up actions taken 
by them for the implementation of the 
recommendations of the earlier meeting on 
Prevention and Control of New, Emerging 
and Re-emerging Infectious Diseases. 


fr —___—— 


Vector Control for Malaria 


he worsening malaria situation during 

the 1980s led the World Health 

Organization to declare malaria 
control a global priority. The world 
Declaration on Malaria in Amsterdam 
in October 1992 committed Member 
Countries to the control of this disease. 
The Global Malaria Control Strategy was 
déveloped with emphasis on the following 
key technical elements : case management, 
disease prevention, capacity building for 
control, containment of epidemics, and basic 
and applied research. 


A study group on Vector Control for 
Malaria and other Mosauito-Borne Diseases 
met in Geneva in 1993 to develop specific 
guidelines for the implementation of the 
vector Control component of malaria 
control activities. Among the group's 
recommendations, selective use of vector 
control and capacity building deserve special 
attention. The Regional Consultative Meeting 
of National Malaria Control Programme 
Managers of the SouthEast Asia Region was 
held in New Delhi in March 1995 to review 
and adopt the revised malaria control 
strategy. The meeting recommended as the 


regional objective, a 25 per cent reduction 
compared to 1995, of the malaria-specific 
mortality rate by the year 2000, particularly 
in high-risk groups. 


lt is gratifying to note that all efforts are 
being made to provide effective treatment fo 
all malaria patients at the grassroots level. 
The identification of different epidemiological 
types may also help to prioritize efforts to 
extent diagnosis and treatment facilities, and 
vector control operations may also be 
planned as appropriate. While disease 
management should progressively be 
transterred to the general health services, the 
existing capabilities for vector control should 
be separately maintained for the time being. 
In some situations, indoor house spraying with 
residual insecticide remains the preventive 
intervention of choice. A more selective use 
of insecticide and vector control options 
should be planned based on the eco- 
epidemiological situation. Promotion of the 
use of insecticide-impregnated bednets should 
also be carefully planned and implemented 
through the primary health care approach in 
order to ensure effective use and sustainability 
of the bednet programme. 


"it chop on Pla... LL 


ntercountry Workshop on Planning and Implementation of Control 


for Malaria in South-East Asia Region, 


Bangalore, India, 4- 14 December, 1995. 


Having observed several major malaria 
epidemics in many countries of our Region 
recently, | am confident that this important 
subject will also be discussed thoroughly at 
this meeting. | am sure that you will 
recommend effective strategies for 
strengthening the early warning system for 
epidemic preparedness and effective vector 
control. Epidemic preparedness should begin 
with identification of epidemic-prone areas, 
monitoring of the indicators of epidemic 
potential, and maintaining a reserve of drugs, 
insecticide and spraying equipment to deal 
with epidemics. Preventing the spread of 
epidemics may be considered through the 
immediate use of space spraying and indoor 
residual insecticide spraying together with 
early detection and prompt treatment to 
reduce morbidity and prevent mortality. 


Experience has shown that a thorough 
understanding of the malaria problem and 
risk, and knowledge of the vector, the human 
host and the environment are prerequisites 
tor effective planning and targeting of vector 
control interventions. An analysis of this 
information permits critical comparisons 
between different interventions prior to use, 
allows an assessment of areas or groups 
that would benefit most from vector control, 
and facilitates evaluation of the impact of 
an intervention on the vector population 
and the disease. 


The important of technical and managerial 
decision-making associated with the 


comparison and selection of interventions and 
evaluation of vector control should be 
recognized. For planning and evaluation, it 
is necessary to review and consider vector 
control options and the indicators that must 
be monitored. 


Vector control is an essential component 
of malaria control programmes. However, its 
value and relevance has not been clearly 
recognized and its effectiveness has declined 
in recent, years for several reasons. These 
include poor use of available alternative 
control tools, reduced-effectiveness or 
inappropriate use of insecticides, lack of an 
epidemiological basis for interventions, 
inadequate resources including a shortage 
of trained personnel, inappropriate 
infrastructure, and poor management. 


The problems of malaria control in our 
countries are aggravated by changing 
environmental conditions in areas where 
exploitation of natural resources and 
development activities are taking place. 
Massive population migration, either forced 
or voluntary, to endemic areas and growing 
parasite resistance to drugs have increased 
the magnitude of the problem. 


The success of vector control as part of 
the Global and Regional Malaria Control 
Strategy thus depends upon a systematic 
review of the available vector control options 
and their selective use. The varied and 
changing epidemiological and disease 


conditions should be taken into account, as 
well as differences in the infrastructure and 
resource base from which the different 
malaria control programmes operate. While 
the use of insecticides may continue to be an 
important component of vector control, it 
should also take account of vector and human 
behaviour, insecticide resistance and safety, 
costeffectiveness and environmental impact. 
Other available tools such as environmental 
management should also be considered and 


selectively deployed. 


As a result of recent publicity concerning 
the alleged carcinogenicity of DDT, there has 
been an upsurge of queries on WHO's 
position on the use of DDT for malaria control. 
Since some countries in our Region rely on 
DDT for the control of both malaria and 
visceral leishmaniasis (Kala-azar), the meeting 
of the WHO Study Group on Vector Control 
for Malaria and other Mosquito-Borne 
Diseases held in 1993 considered the 
situation regarding the use of DDT. It 
concluded that DDT may be used for malaria 
vector control, provided that all the following 
conditions are met: it is used only for indoor 
spraying, if it is to be effective, the material 
must be manufactured to the specifications 
issued by VVHO and necessary precautions 


taken in its use and disposal. However, due 
fo various reasons, many countries in Our 
Region have withdrawn the use of DDT. Such 
decisions should be guided by policies that 


-emphasize the requirement for cost- 


effectiveness in the selection of control 
options, which may imply intervention of 
control activities aimed at the vectors of 


different diseases. 


The promotion of selective vector, control 
should be adapted to local conditions with 
special emphasis on the rational use of 
insecticides. It is also important that attention 
is paid to the need to prevent or delay 
the appearance of insecticide resistance 
as a result of excessive or improper 
use of insecticide. This may require 
interministerial policy coordination involving, 
tor example, collaboration between the 
ministries of health and agriculture and 
the respective municipalities. 


Finally, | would like to re-emphasize that 
vector control is an essential part of malaria 
control operations and there is a need 
for selectivity and cost-effective and 
sustainable implementation. Manpower 
development and capacity building should 
also receive priority, 


——_ ee 


Control of Malaria and Kala-azar 


he control of malaria and kala-azar is 

of great importance for improving the 

health and well-being of the people of 
the South-East Asia Region. The policy of the 
World Health Organization in this field has 
been to reduce the health consequences of 
these diseases secure costeffective and 
sustainable control measures, ensure the 
application of technically sound methods and 
mobilize adequate resources for these 
activities. VVHO has been actively supporting 
the control and eradication of malaria and 
kala-azar and has contributed towards the 
implementation of these policies. 


The steady deterioration in the malaria 
situation during the 1980s necessitated the 
renewal of the global commitment to malaria 
control. The Amsterdam Declaration on the 
Control of Malaria adopted in October 
1992 during the Global Summit, stressed 
the following key technical elements: 
case management, disease prevention, 
capacity building for control, containment 
of epidemics, as well as basic and 
applied research. 


Kala-azar continues to be a major public 
health problem in some parts of Bangladesh, 


Nepal and in some states of India. These 
countries have had large numbers of cases 
of morbidity and mortality due to kala-azar 
in the past. In the fifties, there was a gradual 
decline in outbreaks. These three countries 
witnessed a dramatic relief from the disease, 
even to the point of near eradication, with 
the launching of malaria eradication 
programmes. But due to the withdrawal of 
insecticidal spray in the maintenance phase 
of malaria eradication, resurgence occurred 
in Bihar (India), with peak incidence in 1977. 
Its adverse impact was noticed in West 
Bengal and the adjoining areas of 
Bangladesh and Nepal. In recent years, we 
have witnessed another spell of resurgence 
atfecting the same areas. 


| note with satisfaction that malaria control 
programmes in the countries in the Region 
have undergone critical assessments based 
on the Revised Malaria Control Strategy. It 
has been noticed that the transition process 
has not been easy in many countries which 
has resulted in a temporary worsening of the 
situation. However, one can now observe 
positive changes of varying magnitude that 
have taken place in most of the SEAR- 
countries. Our major technical problem o! 


Malaria and Kala-azar Border Meeting, Bangladesh, Bhutan, India, Nepal; Darjeeling, India, 29 - 31 August, 1995 


drug resistance in P. falciparum, however, 


remains very acute and intractable. 


The identification of different eco 
epidemiological types of malaria may help 
in prioritizing efforts to extend diagnostic and 
therapeutic services, particularly to the 
population at greater risk. If maximum benefit 
is to be derived as recommended under the 
Revised Malaria Control Strategy, the control 
programmes must focus more on vulnerable 
high-risk groups, i.e. those who are 
underserved and unreached: infants, young 
children and pregnant women in all endemic 
areas; populations in areas sharing common 
international borders; migrant populations, 
particularly those engaged in forestrelated 
economic activities, ethnic minorities, 
retugees, etc. 


It is gratifying to note that all efforts are 
being made to provide effective treatment to 
all malaria patients at the grassroot level. But 
arrangements for the treatment of patients of 
kala-azar are still not satisfactory. Talking 
specifically about kala-azar, | would like to 
emphasize that prevention of this disease by 
means of vector control can be much more 
costetfective than its treatment. The two 
activities should be carried out simultaneously. 


Having faced several major malaria 
epidemics and kala-azar outbreaks that 
occurred in our countries in recent years and 
having gained valuable experience in 
tackling them, | am confident that this 


important subject will be discussed 


thoroughly. | am also sure that you will 
recommend effective strategies for 
strengthening the early warning system for 
epidemic preparedness and control. 
Epidemic preparedness, as you know, should 
begin with identifying epidemic-prone areas, 
monitoring indicators of epidemic potential 
or selected risk factors by local health 
personnel, and maintaining a reserve of 


drugs, insecticides and’ spraying equi; ment. 


Effective control of epidemics would 
involve: {1} dealing with the immediate 
clinical consequences by development of 
health teams for early detection and prompt 
treatment in order to reduce morbidity and 
prevent mortality; and (2) preventing the 
spread of the disease by indoor spraying 
with residual insecticides. Contingency plans 
should be drawn up according to the most 
probable risk situation and resources, 
including deployment of personnel that could 
be rapidly mobilized. 


There is another important item deserving 
attention. We have, on our agenda, border 
cooperation and coordination as a_ priority 
subject for discussion. We should aim at 
developing a concrete, feasible and 
workable joint plan of action in order to 
synchronize operations in border districts, 
share the experiences and keep each 
other informed of major epidemiological 


events taking place in areas along 
the international borders. 


Malaria Control 


he steady deterioration of the malaria 
1980s 


necessitated the renewal of the global 


situation during the 
commitment to malaria control. The 
Amsterdam Declaration on the Control of 
Malaria, adopted in October 1992 during 
the Global Summit, stressed the following 
key technical elements for malaria control: 
case management, disease prevention, 
capacity building for control, containment 
of epidemics, and basic and applied 
research. The declaration led to the review 
and revision of the malaria control strategy 
in Our region. 


The first regional objective of malaria 
control in the SEA Region has been met: 
anti-malaria programmes in all the countries 
have undergone critical assessments based 
on the Revised Malaria Control Strategy. 
We note that the transition process in many 
countries was rather difficult and resulted 
in a temporary worsening of the malaria 
situation. Now, however, one can observe 
the visible positive changes of varying 
magnitude in every SEAR country. Our major 
technical problem, however i.e. drug 
resistance in P. falciparum, remains very 
acute and intractable. 


It is gratifying to note that all efforts are 
being made to provide effective treatment to 
all malaria patients at the grassroots level. 
The identification of different epidemiological 
types may also help to prioritize efforts to 
extend diagnostic and therapeutic services, 
particularly to the population at great risk. If 
maximum benefit is to be derived, the control 
programme must focus more on vulnerable 
high-risk groups, i.e. those who are 
underserved and unreached: infants, young 
children and pregnant women in all endemic 
areas; populations in areas sharing common 
international borders; migrants particularly 
those engaged in forestrelated economic 
activities, ethnic minorities, refugees, etc. 


While disease management should be 
progressively transferred to the general health 
services, the existing capabilities for vector 
control should be separately maintained for 
the time being. In some situations, house- 
spraying remains the preventive intervention 
ot choice. A more selective use of vector 
control measures, based on a careful analysis 
data obtained 
through the general health services, would 


of epidemiological 


strengthen the impact of treatment in the 
control of multidrug-resistant malaria. 


Intercountry Consultative Meeting of National Malaria Control Programme Managers, 


SEARO, New Delhi, India, 20 - 24 March, 1995. 


Having observed several epidemics 
in various SEAR countries recently | am 
confident that this important subject will 
also be discussed thoroughly by the meeting. 
| am also sure that you will come up 
with an effective strategy for strengthening 
the early warning system for epidemic 
preparedness and effective control. 


Now is the right time to draw conclusions 
from our partially successful efforts to 
control drug-resistant malaria. We have fo 
admit that our capabilities and capacities 
in this field are still limited. What we 
need is to intensify our actions in applied 
field research on the development of 
strategies adequate to control drug- 
resistant malaria and to strengthen 
the mechanisms for early transfer 
and application of acquired knowledge 
and technology into ongoing programmes. 
SEARO is ready to promote and: support 
the Regional Collaborative Programme 
on Drug Resistant Malaria and | hope that 
your meeting will be instrumental in its 
initiation. Needless to say, these activities 
will require very close cooperation 
with our neighbours on the east and the 
west, and we are ready to strengthen 
such collaboration. 


Among our main problems is the lack 


of trained personnel at all levels of 


programme implementation. 
‘ntensive efforts much more remains fo be 
done. This particularly relates to the quality 
of training and the development of effective 
modules. We need more and better 
facilities in the Region for training senior 
professionals and trainers, as well 
as for developing model courses using 
contemporary teaching technology. 


In spite of 


There is another important aspect which 
merits attention. | have in mind border 
cooperation and coordination. We should 
aim at reviving our past practice of holding 
regular border meetings in order to 
synchronize operations in bordering countries 
and to share the experience and information 
on the major epidemiological events in the 
areas along common international borders. 


My personal field experience in the past, 
as the Director of a provincial health office, 
has taught me the very complex nature of the 
problem of malaria control. | am aware of 
the difficult task but am confident that 
programme managers, who have a deep 
understanding of malaria will be able to come 
up with more costeffective control strategies. 


——— ae 


Role of Private Sector 
in AIDS Prevention and Care 


he AIDS epidemic's relentless much 
Asia 


collaboration 


across requires greater 


between private 
business, government institutions as well 
as nongovernmental and community- 


based organizations. 


There is no doubt that the pandemic is 
now truly global affecting all continents. The 
biggest increase in the number of HIV 
infections last year has been in Asia with 
cumulative infections to-date of more than 2.5 
million. More and more people will be 
infected each year. The end of the pandemic 
is nowhere in sight. Unless we check the 
spread of this virus now, it is estimated that 
between 30 and 40 million people would 
be infected globally by the year 2000, of 


whom 8 to 10 million would be Asians. 


The AIDS pandemic has brought with it 
the resurgence of tuberculosis, which already 
accounts for over 1.5 million deaths annually 
in Asia. The devastating effect of this deadly 
combination has already been seen in Africa, 
where the incidence of tuberculosis 
has doubled or tripled in many countries over 
the last five years. 


HIV selectively affects people during their 
most productive years of life. With every 
premature death, many potentially-productive 
man-years are lost. Because AIDS affects 
breadwinners who are the mainstay of their 
families and the workforce, it has a 
socioeconomic impact which is out of 
proportion to the numbers affected. Virtually 
every adult who dies of AIDS leaves behind 
family members who were dependent on him 
or her for financial support, love and care. 
By the year 2000, close to five million 
children - and this is a conservative estimate 
- would lose their mothers or both parents to 
AIDS. In economic terms, the indirect costs 
due to loss of productivity far outweigh the 
health care costs. In Thailand, for example, 
a well-documented study estimates the health 
care cost for an AIDS patient at US$ 1,500, 
as compared to the indirect cost to the 
economy of US$ 22,000 in case of death. 
The aggregate costs to Thailand and 
India on account of AIDS have been 
estimated at US$ 9 and 11 billion 
respectively by the year 2000. 


The prevention and control of HIV 
infections and AIDS require the broadest — 
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possible commitment to support community- 
based initiatives to encourage young people 
to adopt and maintain protective social norms 
and practices. The contribution of the private 
sector and the community as equal partners 
in the national, regional and global efforts 
would be crucial in this direction. 


We all have a lot at stake in effectively 
meeting the challenge posed by AIDS. 
Business and government leadership must 
work together. Governments, through their 
national programmes, have taken initiatives 
and launched education and information 
programmes with support services that make 
condoms widely available and provide 
prompt care for the conventional sexually 
transmitted diseases. Education on HIV/AIDS 
should be targeted not only at those who are 
particularly vulnerable to HIV infection, but 
should be complemented by messages 
highlighting its preventive aspects directed 
at the general public through newspapers, 
radio, television and other media. 


Besides supporting the national AIDS 
programme efforts, what can individual 
businesses do? | know this is going to be the 
topic for your discussion. So let me just set 
the scene with a few broad points. These 
are based on lessons learnt through public 
health experiences. 


To begin with, businesses can set Up 
AIDS education programmes in the 
workplace. The two main components of 
such programmes should be: first, to ensure 
that people with HIV infection and AIDS 
are treated fairly, humanely and without 
discrimination; and second, to prevent 
new infections among employees and 
their dependents. Therefore, the adoption 
of a corporate policy on AIDS, highlighting 
the need for non- discrimination, provision 
of health care and the establishment of 
regular AIDS education to all employees 
and their families, irrespective of their HIV 
status, must be the goal of each business 
house or industry. In addition, the private 
sector has a major advocacy role and can 
help shape the national response to AIDS. 
Your leadership role as individuals and as 
representatives of the private sector can help 
shape the national agenda in this regard. 
For example, the Thai business coalition on 
AIDS subscribes to its famous "Ten Principles". 
These principles recognize the need for 
business houses to treat people with AIDS in 
the same way as people with any other 
serious condition, to have non-discriminatory 
employment practices, and to protect the 
contidentiality of employees’ medical and 
insurance intormation. They also include a 
policy on AIDS prevention by stating that AIDS 
education is to be provided to all staff. 


So —— 


n the absence of an effective vaccine or 

cure for HIV infection or AIDS, education 

on change of behaviour that either 
minimizes or avoids exposure to HIV infection 
remains the most important means of 
controlling its spread. VWWHO has always 
stressed the need for increasing the 
knowledge of HIV/AIDS related preventive 
practices among various population groups. 
We thus consider this consultation as a very 
important and timely activity. | am also 
pleased to see such an eminent group of 
experts from India, Indonesia, Sri Lanka and 
Thailand to share experiences and views on 
how to inform and educate individuals, 
families and communities to prevent 
HIV/AIDS and to care for people already 
injected with HIV/AIDS. 


As you are aware, HIV infection in the 
Region is spreading alarmingly. If the spread 
is not controlled, we may well be facing soon 
a situation similar to what prevails in several 
countries of sub-Saharan Africa today. 


In India, Myanmar and Thailand the 
infection has begun to increase in the general 
population as well. Even countries with low 
HIV prevalence in individuals with high risk 


behaviour till recently are beginning to show 
an increase in HIV infection rates. If these 
trends continue, VWHO estimates that by the 
year 2000, 25% of the cumulative infections 
globally will be in Asia. 


What is disturbing is the rapid increase 
in infection among’ groups with high risk 
behaviours (especially among commercial sex 
workers and injecting drug users} and among 
women and youth. Equally disturbing is the 
high prevalence of Sexually Transmitted 
Diseases (STDs) in the region and the 
known relationship of STDs and HIV. 
The reported number of aids cases is 
small so far. This may be due to the 
long latency period of 10 years. 


Since the pandemic is at an early stage 
in the Region, concerted efforts must be made 
to mobilize support for preventive activities. 
Sexual transmission accounts for 80-90% of 
infections in the Region and therefore it is 
important that efforts and resources for 
prevention programmes focus on promoting 
safer sexual behaviour in the population at 
large and not just the high risk groups. 
Informed public opinion also may help reduce 
or remove discrimination and stigmatization 
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of the infected persons, and promote care 
and support for those living with HIV/AIDS 


and their families. 


The governments of the Member Countries 
are taking all steps to prevent and control 
HIV infection. However, a comprehensive IEC 
strategy for promoting safer sex behaviour is 
needed. The experience gained by countries 
so far can help in formulating such a strategy. 


In the South-East Asia Region, IEC efforts 
face a special challenge. This is due to the 
low level of literacy in many countries, the 
low status of women, the limited reach of 
media and information. There is cultural 
sensitivity to talking about sexuality and the 
use of condoms. There is misconception about 
STDs, stigmatization of those with high risk 
behaviour etc: along with an insufficient level 
ot knowledge about HIV/AIDS among health 
workers. These create strong barriers in 
educating the public. Therefore, any IEC 
strategy being designed for the Region should 
take into consideration these factors. 


Public information along is not sufficient. 
Ffforts should be made to address special 
groups based on age, gender, economic 
status, risk behaviour etc. Apart from 
educating school and university students, 
special efforts must be made to educate out 
ofschool youth. It is important to convey the 
message that while all of us are at risk of 
getting HIV infection/AIDS, certain practices 
determine whether we get infected or not. 
Mobilization of NGOs, community-based 
and religious groups should be an important 
element of the IEC strategy. 


IEC approaches should make communities 
and the people realize that AIDS prevention 
is everybody's responsibility. The national 
programmes, must therefore facilitate the 
process of behaviour change by accelerating 
and sustaining educational efforts. 


| hope the draft regional IEC strategy 
developed at this consultation will strengthen 
the Member countries’ efforts to combat this 
deadly epidemic. 


— 


Integrated Control of 
Noncommunicable Disease 


e have recently seen how 

infectious diseases tend to 

catch media headlines, 
whereas noncommunicable diseases do 
not seem to attract similar attention. 
The Ebola virus killed around 200 people in 
Africa, which 
international media coverage and concern. 
On the other hand, cancer kills over 1500 
persons every day in India alone. Yet, no 


attracted enormous 


alarm is raised and we seem to have become 
used to the situation. 


The other reasons, | believe, why 


noncommunicable diseases attract 
less attention by the media and public 
health professionals is the fact that 
public health has traditionally been 
associated with infectious diseases, 
epidemics and environmental factors in 
their causation and transmission. Public 
health specialists, therefore, do not feel 
at ease with noncommunicable diseases, 
where the temporo-spatial distribution 
of incidence does not provide clues 
about transmission and little, if any, about 
causation. Furthermore, noncommunicable 
diseases normally take time to develop and 


debilitate the affected. They are chronic. 


But we should also be willing to 
admit that, as cardiologists, oncologists, 
endocrinologists or rheumatologists, we do 
not feel an obligation to think in terms of 
public health. As specialists, we are trained 
to diagnose and treat individual patients with 
increasing sophistication. A public health 
specialist must search for the source of 
contamination which causes an epidemic in 
order to prevent a recurrence. 


This, in a nutshell, is what we mean by 
an integrated or public health approach to 
the control of noncommunicable diseases. 
What can the various levels of health care - 
individuals, families, communities and the 
public and private sector health care 
infrastructure - contribute to the prevention, 
early detection, care, rehabilitation and after 
care in a costefficient mannere Or, in order 
to show more clearly our role as. specialists 
in the development and promotion of an 
integrated approach, what part of our special 
knowledge and skills can, and should, be 
disseminated and shared with lay people, 
communities, generalists and paramedics? Of 
course, by doing this, we, in a way, may 
give away power. But, in the spirit of primary 
health care, we have to be. ready for this. 
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There are some examples of integration 
in countries within an outside our Region. 
For example, in Chandigarh in India, school 
teacher are taught how to detect rheumatic 
heart disease early among their students. 
Impressive efforts are being made in Dhaka 
in Bangladesh, for the control of diabetes. 
There are community-based efforts in some 
parts of Indonesia to reduce disability 
form rheumatic diseases. But these efforts are, 
more often than not, rather patchy, 


and many still perceive them as competitive 


rather than integrative. 


| do hope that this workshop will come 
up with a clear agenda for work on 
integration projects where different specialists 
develop comprehensive packages of skills 
and interventions, including their relative cost 
effectiveness, so that in-service training 
courses for PHC physicians, for example, are 
conducted in an integrated manner. 


ee 


Control of Dengue/ 
Dengue Haemorthagic Fever 


here is an increasing global 


awareness and concern about 


infectious diseases. Their spectrum is 


expanding with new, emerging and re- 
emerging diseases. 


The outbreak of plague in India last year 
and the ebola epidemic in Zaire earlier 
this year are still very fresh in our minds. 
The WHO South-East Asia Regional Office 
has taken early action to draw attention to 
the problem of re-emerging diseases. 
An Intercountry Meeting was held in 
the Regional Office this year to develop 
global, regional and country strategies 
tor the prevention and control of 
these infectious diseases. 


This Regional Consultative Meeting is 
being held to identify the approach for 
the prevention and control of a specific 
emerging disease which is of growing public 
health importance not only in the countries 
of the South-East Asia Region but also in 
other parts of the world. 


Dengue is now considered as one of the 
important viral diseases affecting human 


beings. In its worldwide distribution, its 
significance is comparable to malaria. It is 
estimated that 2.5 billion people are living 
in areas at risk of epidemic dengue 
transmission. Tens of millions of cases of 
dengue fever and hundreds of thousands 
of cases of DHF occur each year. The 
casetatality rate of DHF in most endemic 
countries is about five per cent. Tragically, 


most of the deaths occur among children. 


Deeply concerned with the frequent 
occurrence of epidemics of dengue fever 
and the rising fatality rates in Asia and 
the Americas, and recognizing that 
dengue and DHF are the most important 
and rapidly rising arthropod-borne arbovirus 
infections known to man, the World Health 
Assembly in May 1993 passed a resolution 
which identitied the control of dengue 
as a priority for the Organization and the 
affected Member States. 


The main reason for this dramatic 
emergence of Dengue/DHF as a major 
public health problem is the poor vector 
control activities in most countries where 
dengue is endemic. Other factors, such 
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as the rapid demographic changes globally 
have been major causes for the re-emergence 
of dengue and other diseases. 


Rapid and improperly planned 
urbanization, with the resulting breakdown 
in water and sanitation systems, has led to 
a tremendous increase in mosquito vector 
populations which have considerably 
increased disease transmission. The 
increased frequency and volume of air traffic 
has facilitated the transport of dengue 
viruses as well as other disease pathogens 
between countries. The gradual deterioration 
in the public health infrastructure in many 
countries has also been a major factor in 
the emergence of these diseases. 


The importance of a well established 
disease surveillance system for the control of 
dengue and other diseases cannot be over 
emphasized. The system must be sensitive 
enough fo provide early warning signs to 
indicate where and when the disease is 
likely to occur which will lead to the prediction 
of a potential for disease outbreaks. 
The surveillance should cover the important 
aspects of clinical cases, laboratory services 
and entomology. 


For clinical surveillance to be effective, 
it is important that case definitions for 
dengue/DHF be developed and widely 
disseminated for use by health care workers 
at all levels. Dengue/DHF should also be 
included in the list of notifiable diseases in 


the country. Unfortunately, these two 
important aspects are nol receiving adequate 


attention in many countries. 


Surveillance, however, is not the mere 
collection of data and information. To be 
effective, prompt action must be taken 
on the information generated by the 
system. A ‘rapid response term’ should be 
established to act quickly against an 
impending outbreak as identitied through 


the surveillance information. 


Vector control measures are, at present, 
the most effective means for the control 
of this disease. Vector control, however, 
cannot be managed by the health 
services alone. There should be strong 
inter-sectoral collaboration as well as 
active community involvement. The use of 
impregnated bednets, which are effective 
in malaria control, is of limited value 
in the control of dengue because of the 
daytime biting habits of the mosquito. 


Unfortunately, there is as yet no vaccine 
available for wide-scale use. WHO, 


however, has been supporting the efforts 


of the scientists at Mahidol University, 


Thailand, to develop a vaccine against 
dengue. | am glad to inform this meeting 
that such efforts resulted in 


the availability of an a attenuated 


have 


tetravalent vaccine which is safe and 


immunogenic. This is the first human vaccine 
development project carried out in 


a developing country in Asia. It is hoped 
that the vaccine will be available for 
wide-scale use in a few years’ time, after 
its field trials. 


In addition to vaccine development, 
research should also be carried out on 


vector biology and control, and the 
design and management of control 
programmes. that these 
aspects will be discussed during this 
meeting and practical strategies for 
the control and prevention of this 
disease will be proposed. 


| believe 


fr —____— 


New, Emerging and 
Re-emerging Infectious Diseases 


oday there is a growing concern at 

national and international levels about 

the problem of infectious diseases. 
These diseases remain a leading cause of 
death, and are a major public health problem 
worldwide. The spectrum of these diseases 
is expanding with the occurrence of new 
diseases, and the re-emergence of those once 
thought to have been eliminated. The 
examples of plague in India last year and of 
the Ebola epidemic in Zaire early this year 
are still fresh in our minds. They highlight the 
need for a hard look at these new, emerging 
and re-emerging diseases and for solutions 
fo combat the growing problem. 


Many factors account for the present 
Rapid 


urbanization in resulting in overcrowding, 


situation. and uncontrolled 
poor sanitation, environmental degradation 
and occurrence of natural disasters have 
resulted in altering the ecological balance 
that existed previously. Increased and rapid 
both within and outside countries, and 
inadequate resource allocations for 
communicable disease control have further 
contributed to the problem. 


During it's first 30 years, WHO's efforts 
were focussed primarily on the control of 
communicable diseases though the 
development of action-oriented programmes. 
These efforts culminated in the eradication 
of smallpox in 1977. Since then, the interest 
in communicable diseases has waned, 
partly due to changes in health development 
priorities and a consequent reduction in 
allocation of resources for the control and 
prevention of these diseases. Such changes 
have attected further progress towards the 
control of communicable diseases. As such, 
surveillance activities are not being carried 
out with a sense of purpose. Unfortunately, 
both the technical capacity as well as 
capability to respond effectively to a public 
health emergency have weakened. 


All this has happened despite the fact that 
infectious diseases still take a heavy toll of 
life. The situation is getting further complicated 
with the emergence of new strains of 
microbial agents as a result of mutation and 
strains resistant to the commonly available 
antimicrobials. The ancient scourges such as 
tuberculosis and leprosy are still prevalent. 
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Those which were not known before, such 
as Vibrio cholerae 0139 and HIV/AIDS. 
have appeared, and diseases which were 
claimed to have been conquered such as 
malaria, plague and kala-azar have 
reappeared. Diseases which earlier were of 
no public health importance, such as 
melioidosis, are assuming importance in 
association with HIV in some countries. 
Outbreaks of Dengue/DHF, Meningococcal 
Meningitis, Japanese Encephalitis and Viral 
Hepatitis are also common in the Region. 


There is now an urgent need to rebuild 
the foundations of communicable disease 
prevention and control. The first priority in 
improving surveillance systems at the country 
level is to assess the existing capacities and 
capabilities, strengthen what is weak and 
build up mechanisms to quickly recognize 
and respond to these diseases in a more 
urgent, systematic and effective manner. 

Research studies will have to be 
undertaken to overcome technical and 
operational problems. All operational 
methods must be scientifically sound and 
practically feasible and affordable. | do hope 
that distinguished scientists and policymakers 
present here would identity priority problem- 
solving research areas. 


The experience from recent epidemics 
provides important lessons. The first is to 
establish and strengthen an early warning 
system to help the national authorities initiate 


immediate cont:ol measures. In other words, 
emergency preparedness and response in 
epidemic situations requires a well- 
coordinated plan of action, utilizing the 
available resources and making a nationwide 
effort. Training of health care workers at all 
levels will enhance their interest and improve 
efficiency. To assist in rapid response, a roster 
of experts should be maintained both at the 
regional and headquarters levels. These 
experts could then be available at short 
notice if required to assist a country either by 
consultation or by a visit in the event of an 
outbreak of these new, emerging and re 
emerging infectious diseases. 


The 


surveillance is effective unless it has adequate 


second lesson was that no 
laboratory support. Attempts should be made 
to provide diagnostic reagents to the 
peripheral health centres for rapid diagnostic 
tests. The sophisticated tests could be 
conducted at the secondary and tertiary levels 
of health care staff. WHO will review the 
capabilities of its existing collaborating 
centres and if necessary identify new ones 
and develop an effective network of such 
centres to assist in early recognition and in 


rapid response mechanisms. 


Finally, we have learned that it is crucial 
to provide accurate and timely information 
to the public and to establish good 
relationships with the media. The public has 
a right to be informed of matters that concern 
their health. If accurate information is not 


provided to the mass media, they will 
publish factually incorrect and often 
conflicting information which may cause 
panic among the population. This will 
not only hamper the control measures 
but also have an adverse effect on 
the economy of the country due to loss in 
trade and other sources of income. This was 


well illustrated in the outbreak of plague in 
India. Inaccurate and often contlicting reports 
in the mass media created unnecessary panic 
both nationally and internationally resulting 
in travel restrictions to and from India. As a 
result, the country suffered a loss of well over 
a billion dollars due to imposition of 


trade restrictions. 


+ ae 


Cancer Control 


ore cancer deaths occur in 

developing countries than in 

industrialized countries. For 
example, in 1293, some 3.5 million people 
died in the developing world as compared 
to about 2.5 million in the developed world. 
The prognosis for the future, | am afraid, is 
not encouraging. It is projected that, by the 
year 2015, the present annual incidence of 
9 million new cancer cases will increase to 
15 million, and that twotthirds of these cases 
will occur in developing countries. The 
reasons are not far to seek. In developed 
countries the promotion of healthy lifestyles, 
screening services and, in some cases, 
curative therapy, have the potential to reduce 
mortality. On the other hand, the developing 
world faces the prospect of a rising toll of 
cancer deaths due to population growth, 
increased number of aged people, rising 
rates of smoking changing lifestyles, and 
inadequate access to protective measures. 


As is well known, cancer can be 
controlled if diagnosed well in time. A study 
of cancer control leads us to believe that at 
least one-third of all cancers can be 
prevented, and another onethird can be 
cured if detected well in time and treated. 


That leaves the remaining one+third where 
palliative care is the only remedy. Even here, 
it is possible for the patient to enjoy the best 
possible quality of life under those conditions 
with palliation and pain relief. 


The key to achieving success in cancer 
prevention and control lies in implementing 
a wellformulated national cancer control 
programme. Such a programme should have 
four basic activity components, namely, an 
estimate of the size of the cancer problem; 
control policies with measurable objectives 
and with the involvement of governmental and 
non-governmental agencies and the 
community; the most practical and cost 
effective strategies available in a given 
situation; and specitic cancer control activities 
with strong preventive and promotive 
components. Experience also confirms that 
a good national programme should pay 
particular attention to the district level. At 
this level, facilities must include early referral 
and treatment with radiotherapy and cost 
effective cobalt units. 

WHO continues to advocate the 
development and implementation of 
comprehensive national cancer control 
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programmes. The emphasis is on prevention, 
early detection and treatment, and on 
palliative care, using inexpensive and 
effective interventions in preference to 
costly curative approaches requiring 
sophisticated equipment. Inspection of the 
oral cavity of tobacco-chewers and speculum 
inspection of the cervix with biopsy are typical 
examples of this approach. WHO is 
supporting studies to establish the feasibility 
and effectiveness of approaches in 
improving the public health relevance of 
cancer control programmes. It is gratifying 
ihat substantial funding has been provided 
by the World Bank for cancer control projects 
in Bangladesh and India for execution 


through WHO. 


If national cancer control programmes 
are well conceived, they can be models 
fo guide us on the path to achieve health 
tor all. Cancer specialists are in the 


forefront of tobacco-orhealth campaigns 
in many countries which clearly indicates 
their commitment to preventive measures. 
And, in the true spirit of primary health 
care, many cancer specialists today are 
exploring the contribution of health workers 
in early detection and downstaging of cancer 
prevention and detection. The contribution 
of lay persons and volunteers in early 
detection of cancerous or precancerous 
lesions in the mouth and for breast 


seltexamination are further examples. 


There is another aspect of WHO's 
policy on cancer control which | wish to 
refer to. This pertains to the focus on 
reducing human suffering and preserving 
the quality of life even when cure is 
not possible. This is done through 
palliative care, including pain control 
and psychosocial support to incurable 
cancer patients and their families. 


ss 


Polio Eradication 


his year's World Health Day theme 

with its focus on polio eradication, 

marks the beginning of the end of this 
dreaded disease. By the year 2000, it is 
expected that poliomyelitis, which has 
disabled tens of thousands of children the 
world over, and has been the cause of so 
much unnecessary pain, suffering and 
anguish, will cease to exist. It is hoped, 
therefore, that in a few years there will be no 
need for calipers and crutches which, 
unfortunately, are such a common sight in 
many countries of South-East Asia. 


The fight against polio has been waged 
for a long time by WHO in collaboration 


with other United Nations agencies,. 


government and nongovernmental 
organizations as well as social service 
agencies. In fact, a solid foundation for polio 
eradication has been built by VWWHO through 
its Expanded Programme on Immunization. 
The success of the programme can be judged 
by the progress achieved over the past few 
years. For example, in 1974 less than 5% of 
the world's children were immunized. Today, 
more than 75% of the children are immunized 
against 6 diseases by their first birthday and 


over 80% are immunized against polio. 


As a result, the number of 2c!io cases 
reported has fallen rapidly. According 
to WHO estimates, 105 O00 children were 
afflicted with polio in 1993 and 490 000 
cases of paralytic polio were prevented 
in that same year due to timely immunization. 


The drive towards polio eradication 
received a big boost in 1988 when the 
World Health Assembly committed WHO 
to achieve the target of a polio-free 
world by the year 2000. To achieve this 
target, VWHO has recommended four basic 
strategies. The first calls for high levels of 


the six childhood 


preventable diseases to be maintained 


immunization for 


through routine immunization services. 
The second calls for national mass 
immunization campaigns to administer 
additional doses of oral polio vaccine to all 
children less than 5 years old. The 
third strategy calls for improvement of 
surveillance systems to allow the detection, 
investigation and laboratory confirmation of 
every polio case. And the fourth recommends 
that surveillance data are used to target high 
risk populations for additional immunization 
campaigns. Already, intensive application 
of these strategies has resulted in the 
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eradication of polio from the Western 
Hemisphere. Polio eradication was certified 
by WHO in the Americas last year. Polio- 
free zones are now emerging in Europe, 
North Africa, Southern Africa, the Middle East 
and the Western Pacitic. 


Global immunization coverage remains 
high and an increasing number of countries 
are conducting national immunization days 
to improve their ability to find and confirm 
polio cases and help eradicate the virus that 
causes paralysis in children. In the 
South-East Asia 
immunization days have been successtully 
conducted in Thailand and are being 


Region, national 


planned in Bangladesh and Indonesia, 
Nepal, Mongolia, and possibly Myanmar. 
Similar immunization days have been 
conducted in some states in India also to 
supplement the high achievements reported 
for routine immunization activities. 


Polio eradication for the South-East Asia 
Region will be particularly significant because 
our Region accounts for over half of the 
world's total number of reported cases. 
In fact, polio is widespread in the Indian 
subcontinent, which accounts for two out 
of every three reported cases of polio 
in the world. However, it is also worthy to 
note that significant achievements have been 
recorded in the Region. While in 1981 there 
were over 35000 reported cases of paralytic 
poliomyelitis in the Region, this figure 


dropped to less than 5 O00 in 1994. 


What is needed now to achieve complete 
eradication is a firm commitment on the part 
of all those concerned with public health, 
particularly those at the helm of affairs of the 
respective countries where polio is still a 
problem. What must also be kept in mind is 
the need to provide rehabilitation services to 
those disabled by polio. Not only are 
calipers, crutches and wheelchairs needed, 
there is an urgent need to provide integrated 
educational facilities to children with 
disabilities. To provide such services and 
strengthen rehabilitation services in the 
countties, VWWHO has launched a community- 
based approach to rehabilitation, which 
seeks to provide the needed services to the 
community virtually at their doorsteps. 


Looking back, one can see that the World 
Health Assembly established the polio 
eradication target in 1988 and reaffirmed 
1993. UNICEF and 
more than 130 world leaders also adopted 
the polio eradication goal at the World 
Summit in 1990. But commitment is not 
enough. It has to be translated into action 
fo add momentum to the various initiatives 
that have been taken by different countries 
and nongovernmental agencies to eradicate 
polio. It is estimated that the total cost 
of eradicating polio will be as high as 
US$1 billion. But, quite obviously, the 
human cost of disability and death that 
will be prevented is beyond any monetary 
measure. As with smallpox, after 
eradication the polio vaccine will no 


its commitment in 


longer be necessary and the savings | am confident that this 


year's 


in cost thereafter will be enormous. World Health Day will provide the necessary 
Therefore, polio eradication is a "win-win" impetus to achieve our goal and thereby 
situation for everyone, but most importantly banish from the world this malady that has 


the children. attlicted our children for so long. 


———_"}————__ 


Tuberculosis (TB) Control 


he resurgence of Tuberculosis (TB) 
has become a major challenge in 
public health today. Globally, 
8 million people are affected by IB 
and 3 million people die of the disease each 
year. The South-East Asia 
contributed nearly 50% of all cases 


[pee 


India alone contributes one-fourth of 


Region 
reported worldwide during 
the global TB cases. 


In the SEA Region, during the last 


40 years the prevalence rate of 


TB has shown no substantial decline. 


Weak health and 


ineffective control programmes have 


infrastructures 


contributed significantly to this trend. 
It is in this Region, however, that the 
concept and practice of management 
and treatment of TB was changed from 
the institutional (sanatorium type} to 
domiciliary treatment. Encouraged by this 
success and the availability of technology for 
domiciliary treatment, many countries started 
vertical programmes for the control of TB 
during the sixties. However, realizing the 
difficulties of the vertical programme, the 
countries subsequently initiated such control 
through their basic health services. 
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| must emphasize that TB control 
programmes suffered for various reasons, 
the most important being that the priority given 
to TB was not adequate, leading to 
inadequate resource allocation and 
deterioration in programme implementation. 
Improper formulation and management of TB 
control programmes have not only increased 
the burden of the disease but also led to the 


emergence of drug-resistant IB. 


Since about 80% of the deaths due 
fo tuberculosis occur in the most productive 
age-group (15-59), its social and economic 
consequences for individuals and society 
are enormous in terms of human 
suffering, economic loss and decreased 
productivity. This, one can say, directly 


perpetuates poverty. 


Further, rapid industrialization and 
urbanization leading to distinct peri-urban 
areas with overcrowding and poor 
environmental sanitation have increased the 
transmission of TB. It is very unfortunate 
that this Region, which revolutionized 
the management and treatment of TB 
as mentioned earlier has itself not been 
able to control TB. 


th-East Asia Region, 


A new dimension has been added to the 
already grave situation. The prevalence of 
tuberculosis is increasing with the emergence 
of HIV/AIDS. The SEA Region, where 40% 
of the population have latent/dormant 
tubercular infection, will have a major TB 
problem associated with HIV/AIDS. 


It is also unfortunate that, until recently, 
control efforts in the Region had been 
hampered, as in other parts of the developing 
world, by the inadequate and centralized 
approach adopted for control activities and 
the general neglect of the TB problem during 
the last 20 years. WHO's recently developed 
policy and strategy package can be very 
effective if properly implemented. Given the 
well developed primary health care networks 
in the Member Countries, | feel it will not be 
difficult to successfully implement this new 
approach to achieve the global TB contro! 


target to cure 85% of the detected smear- 
positive cases and to detect /0% of existing 
cases in the foreseeable future. 


Countries in our Region are beginning 
to give priority attention to tuberculosis. 
This is reflected by the request to WHO 
to arrange for technical discussions on 
the resurgence of Tuberculosis which 
were organized at the 47th session of 
the WHO Regional Committee, held 
in 1994. The results of the discussions 
were followed-up at the 43rd Meeting 
of the Regional Director with the WHO 
Representatives in New Delhi in November 
1994. At both these meetings, the need 
for a regional strategy for tuberculosis 
control formulated within VWWHO's policy 
framework was highlighted. In view 
of the above, this workshop is being 
held to develop such strategy. 


oe 


Control of Plague Epidemic 


t is indeed opportune that this meeting is of the laboratory in the early and accurate 
being held in the WHO Regional Office diagnosis of a disease was clearly 
for South-East Asia (SEARO), since we have demonstrated during this episode. 
recently witnessed and overcome an outbreak | 
of plague in some parts of India. | would like Prompt and accurate public information 
to take this opportunity to place on record was, unfortunately, not always available, 
the commendable efforts made by which contributed to the panic situation that 
the Government of India to successfully arose during the outbreak. | am very glad 
bring this outbreak under control within a — that at this meeting all these aspects will be 
short span of time. discussed in detail and suggestions will be 
‘made for remedial action at national, 
The plague outbreak not only had serious regional and global levels. 
health consequences and implications for 
India, but also affected other countries - near With the advent of rapid transportation 
and far. The grave consequences of the and communication, the world has indeed 
outbreak were not limited to public health become small. Fast and ever-increasing 
alone but extended to the economic, social, international travel is exposing people to 
political and cultural spheres as well. infectious diseases which spread to distant 
lands. Because of such closeness and inter- 
In retrospect, there are many lessons that + dependence, the need for mutual cooperation 
we can learn from this outbreak. The among countries is imperative particularly in 
importance of sufveillance and an early the field of health. This fact has been 
warning system cannot be overemphasized. underscored over the past few years by the 
Collection of surveillance data alone is of no HIV/AIDS pandemic, and the plague 
value unless early and effective action is taken outbreak in India brought this further 
based on the information gathered. In this into sharp focus. 
particular instance, the lack of a specific and 
sensitive case definition led to an inflation of The rapid face of change in travel 
the number of cases reported. The vital role communications, human behaviour, lifestyles 
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and epidemiology of diseases have 
necessitated a review of the International 
Health Regulations adopted by the 22nd 


World Health Assembly in 1969 and ° 


amended subsequently in 1973 and 1981. 
The application of these regulations 
should be made more stringent and practical 
to achieve the intended purpose, which 
was to ensure the maximum security against 
international spread of diseases with minimum 
interference of world traffic. 


There is a growing concern at national 
and about the 
problem of infectious diseases. The 


international levels 
spectrum of these diseases is expanding, 
and those which were once thought to 
_ have been vanquished are re-emerging. 
Thus, infectious diseases continue to 
remain leading causes of death, and 
consequently major public health problems 
worldwide. These are now identified as 
"new, emerging and re-emerging infectious 
diseases". They are not confined only to 
the developing world but represent a 
which to be 


global threat, needs 


tackled effectively. 


This phenomenon cannot be attributed 
to a single cause: it is the result of 
the interaction of several factors. For 
example, fast and unplanned urbanization, 
particularly in the developing countries, 
has resulted in widespread overcrowding 
and a virtual breakdown of the most 
basic civic services like potable water 


supply and sanitation. The re-emergence 
of cholera and other diarrhoeal diseases 
is a direct consequence of the lack of 
these amenities. 


Because of the pressures of over- 
population, migration of people to 
hitherto uninhabited areas has exposed 
them to risks of insects and animals and 
an environment that may be harbouring 
unknown agents of infection; hence 
the emergence of new diseases. 
New infectious diseases may also result 
from mutations of existing organisms. An 
example is the emergence in 1992 of a 
new strain of cholera, namely, V.Cholerae 
0139, which led to outbreaks in some 
countries of this Region as also elsewhere. 


Indiscriminate or irrational use of 
antimicrobial drugs has resulted in 
the emergence of drug-resistant pathogens. 
It is indeed a cause for concern that 
even drugs used in the treatment of common 
bacterial pathogens are becoming 
ineffective, resulting in prolonged illnesses, 
higher costs of treatment, and increased 


mortality. 


We cannot wish away the fact that the 
complex problem of infectious diseases 
will remain with us and may even dominate 
the global disease spectrum. In this situation, 
the best available option is to develop 
our capabilities to detect the occurrence 
of these diseases at the earliest and be’ 


fully prepared to undertake effective 


and timely action. 


| am confident that your deliberations 
will result in practical and action-oriented 
recommendations for implementation 
at country, regional and global levels. These 
should equip us better to prevent and, 
when necessary, control not only plague 
but other communicable diseases as well 


in their early stages before they assume 


epidemic proportions. We intend to 


follow-up on the outcome and 


recommendations of this meeting through 
intercountry consultations so that 
the epidemiologists and others concerned 
in this Region could take advantage and 
develop national plans for strengthening 
surveillance, prevention and control 


of communicable diseases. 


a 


Prevention of Blindness 


lindness is one of the most common 

disabilities both in developed and 

developing countries. It is estimated 
that there are nearly 150 million people who 
are affected by severe visual impairment and 
disability. An estimated 38 million people in 
the world are blind, out of which 34.4 million 
are in the developing countries. This poses 
all kinds of medical, social, economic, 
educational and vocational problems for 
these countries. 


To tackle this enormous challenge, the 
Eighth General Programme of Work of 
WHO, covering the period 1990-1995 had 
set a target of reducing the level of blindness 
to less than O.5 per cent as a whole, with no 
more than one per cent prevalence in some 
communities. For this purpose, the VWWHO 
Programme for the Prevention of Blindness 
has been supporting Member States in the 
assessment of the magnitude of blindness and 
in the formulation and implementation of 
national blindness prevention programmes. 
The main activities undertaken have included 
training of various categories of eye care 
personnel, strengthening of optimal eye care 
structures, development and application of 
appropriate ophthalmic technologies, and 


fostering community participation and 
intersectoral action. Special efforts were 
also made to develop data banks 
on eye problems, explore the availability 
of extrabudgetary resources and to 
strengthen partnership with other relevant 
international agencies and nongovernmental 
organizations. 


However, in spite of the vigorous efforts 
made at the global, regional and country 
levels, the prevalence of blindness, 
particularly the backlog of cataract blindness, 
is growing in many of the developing 
countries. This calls for an in-depth review 
and reorientation of the ongoing activities. 
Corrective measures must be taken urgently 
to make our strategies and approaches more 
effective and resultoriented. 


Many of the causative factors for visual 
impairment and blindness are preventable 
or avoidable through primary and secondary 
interventions. Therefore, there is a need for 
directing our efforts towards strengthening 
preventive care at the community level 
involving all programmes and services, such 
as immunization, maternal and child health, 
nutrition and PHC programmes. Maximum 
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utilization of the existing PHC infrastructure 
and personnel is essential for minimizing the 
occurrence of many forms of blindness. 
Experience has also shown that with 
motivation and proper training, blindness 
prevention programmes can benefit a great 
deal from the involvement of non-medical 
persons, such as school teachers, school 
children, community health volunteers, etc. 


The task of clearing the huge backlog of 
cataract cases presents a great challenge in 
many developing countries. Strengthening of 
national capabilities, such as improving eye 
care facilities and upgrading professional 
skills for increased performance both in 
institutional and outreach services, should 
receive continuous support in these countries. 
Nongovernmental organizations and, to 
some extent, the private sector play an 
important role in the blindness prevention 
programmes by undertaking part of the 
preventive and curative services in concert 
with national health services. For this purpose, 
proper coordination of activities and 
appropriate supportive mechanisms for 
training, supplies and material and technical 
support have been put in place in a number 
of countries. If these can be further 
strengthened, it would certainly lead to 
expansion of eye care services and a high 
volume of cataract operations. 


The quality aspect, particularly of outreach 
and eye camp activities, is also a matter of 


concern in blindness control programmes. 
More attention should be given to the quality 
of output rather than its volume. This will be 
possible through the development and 
application of quality indicators, laying down 
of suitable guidelines for standard operation 
procedures, provision of minimum acceptable 
facilities and supplies as well as necessary 
training, technical supervision and an in-built 
system of follow-up for the patients. 


In order to make our programmes 
effective, awareness about preventive 
measures and control activities against 
avoidable blindness should be substantially 
increased among policymakers and the 
general public. Intensive public awareness 
campaigns should be undertaken in order to 
create mass social support and community 
participation. Particular efforts should be 
made for generating a demand for services 
among the underprivileged and underserved 
segments of our populations. 


Sufficient provision of necessary 
consumables and supplies is one of the 
important prerequisites for basic eye care and 
cataract operations. | um pleased to note: 
inhat several countries in our Region, 
particularly India, Myanmar and Nepal, have 
taken steps for indigenous production of 
acceptable standards of intra-ocular lenses, 
spectacles and other items at affordable 
costs. These activities should be replicated 
in other countries. 


Control of EPI Diseases 


o achieve our goals, we need to 

engage in three important tasks. The 

first is the elimination of neonatal 
tetanus by the end of 1995, the second, 
reduction of measles mortality by 95% with 
reduction of measles mortality by 95% 
with reduction in morbidity by 90% by the 
end of 1995, and, third, the eradication of 
poliomyelitis by the year 2000. 


The primary objective of this meeting is 
to discuss the ways and means by which we 
are to achieve these targets. Few measures 
in public health surpass the effectiveness 
of immunization, which is also the most 
costeffective. 


However, a paradox still seems to exist, 
not only in our region but in other parts of the 
world as well. Despite very high overall levels 
of vaccination coverage among children, we 
still have pockets of children that remain 
unprotected or unreached. These children 
account for much of the disease burden and 
end up crippled by polio or killed by measles. 


Our Region reports the largest number of 
cases of paralytic poliomyelitis and neonatal 


tetanus. At the same time, it is in our Region 
that the largest number of cases of these 
diseases in the world is prevented. However, 
it is alarming that some countries are stil 
having difficulty in sustaining the high levels 
of immunization coverage among children 
one year of age, to the extent that their 
immunization coverages have recently 
dropped. We are failing to reach children 
in high-risk areas. We must recognize and 
face these challenges head on. And we must 
admit that no country in the world can 
successtully manage its health problems in 
isolation; we all must rely on close 
collaboration and coordination with our 
neighbouring countries and on the support 
of international agencies. 


The leaders and experts who are present 
here today, and who can influence public 
health policy and the commitment of 
governments, should reexamine current EPI 
programmes, as we will be doing in this 
meeting, and, if necessary, be committed to 
effecting the desired changes. We like to 
hope that the declarations of our governments 
to achieve reduction targets of neonatal 
tetanus, measles and polio will be fulfilled. 
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Our mission, then, can be distilled into 
one simple phrase, "reaching the unreached". 
We can do this if we remain open-minded 
to the lessons learned and the solutions that 
are required for overcoming the barriers that 
remain. We must use this week together in 
Nonthaburi to work hard towards increasing 
our understanding of the remaining obstacles 
and to do whatever we can within our means 
in order to facilitate the continuation of the 
already wellestablished progress. 


To improve or make changes in our public 
health programmes, we must use the best 
technological and scientific information 
available. The World Health Organization 
is committed to the provision of valid 
information. VVe must use this opportunity to 
promote and advocate the interface between 
science and policy. This is where we can 


have the maximum impact of technological 
and scientific advancement. Who will reap 
the benefits from this achievement? Not we, 
sitting here today, but the children whom we 


are attempting to reach. 


We commend our partners in the 
South-East Asia Region and we look 
forward to the future 
collaborations. In particular, our partnership 
with UNICEF, - Rotary International, 
Asian Development Bank, the World Bank, 
ficA AIDAB,- USAID) CIDA, SIDA, 
and DANIDA has been fruitful and 
rewarding. We greatly appreciate the 
contribution of the staff of the ministries of 
health of the governments of Member 
Countries in the Region, the people who 
translate words into action. We thank you 


success of 


for your diligent efforts over the years. 


—  — 


Leprosy Elimination 


e in the South-East Asia 

Region are conscious of the 

fact that more than three- 
fourths of the total global.leprosy cases exist 
in our Region. Of these, the maximum 
numbers are concentrated in only four 
countries, i.e., Bangladesh, India, Indonesia 
and Myanmar. It is for this reason that the 
question of elimination of this disease is taken 
very seriously at all levels in the Region. 


In 1992, the WHO Regional Committee 
tor South-East Asia passed a resolution 
whereby all countries resolved to ensure the 
achievement of the goal of reducing the 
prevalence rate of leprosy down to one per 
ten thousand. Since my Region is well 
represented here, the details of the current 
statistics on various aspects of leprosy will 
be dealt with later in the meeting by my 
colleagues. | would therefore, like to highlight 


some of our major efforts towards elimination | 


of this scourge. We are happy that, finally, 
rays of hope are visible. The first and foremost 
ray is the total commitment on the part of the 
people, the governments, the non- 
governmental organizations and every 
leprosy worker who is determined to ensure 
the success of the programme. It is heartening 


fo see that every one in our Region feels 
‘that working for the eliminatior of this 
disease is a divine task to which we have to 
contribute our might. Commitment from 
the highest levels has let to the earmarking 
of very substantial amounts of public funds 
for leprosy work. This has been done in 
spite of the fact that all our countries are 
developing nations and have been facing 
severe economic constrains. Yet, their 
determination to achieve the goal has 
remained unshaken. 


The second ray of hope is the unique 
success that multi-drug therapy (MDT) 
regimens have achieved. Emboldened by 
the therapeutic effectiveness of the 
MDT regimens, we have undertaken 
and improved strategies for leprosy 
elimination. We have stratified the countries 
into three categories. The first consists 
of those countries where the prevalence 
rate has become low and where MDT 
coverage is well above 90 per cent. 
These countries have a well established 
health structure. For these countries our 
emphasis has been on improving 
the qualitative aspects of medical care 


and rehabilitation. 
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Countries in the second category are 
those where the prevalence rate is still high 
and the MDT coverage is nearly 50 per cent. 
These countries have logistics and 
management problems. In these countries 
the stress is on constant updating 
and improving plans of action and ensuring 
adequate resources for drug supply 
and distribution, with the emphasis on 
effective monitoring. We hope that with 
improvement in management and additional 
resource mobilization, they will pull 
through and strengthen their programmes 
so as to achieve their goals. 


The third category of countries are those 
where the prevalence rate is high and 
the health infrastructure is inadequate. 
These countries need considerable resources 
in order to make the programme successful. 
Fortunately, our efforts have shown that 
it is only in certain pockets of these countries 
that a high prevalence rate exists, and 
the strategy is to focus attention specifically 
on these foci. However, mobilization of 
extra resources is the greatest need of 
these countries. Elimination of leprosy is 
a challenge for all of us. | am afraid that, 
if adequate funds are not mobilized 
in time, the elimination programme 
suffer a setback. 


We therefore appeal to the donors to 
help us. WHO, along with the countries of 
our Region are ready with their Plans of 


Action. The national governments are 


as committee as ever. We therefore, have 
to concentrate on generating the required 
resources to maintain the enthusiasm 
of leprosy workers, particular when MDT 


is showing high efficacy. 


There are two other aspects to which 
| wish to draw your attention. In the 
world of today, the paradigms of socio 
economic and cultural value systems 
are fast changing. leprosy is as much 
a socio economic and management 
problem as it is a medical one. Continuous 
improvement in the managerial system 
involving adequate and need-based 
health systems research is essential. It 
is as important as a continuous search 
tor better tools and better drugs. 


The second aspect that merits attention 
is the question of rehabilitation of the 
cured patients with deformities. There is 
an urgent need to rehabilitate cured 
leprosy patients within their families 
and communities. Experience in our 
Region has shown that community-based 
rehabilitation is not only feasible, practical 
and possible, but is also most costeffective. 
NGOs in have done 
a good service in this regard. | strongly 
feel that they must be supported so that 
they continue to put their best efforts 
in this regard. 


our Region 


In our Region we are very conscious 


that is the devotion of hundreds 


and thousands of dedicated workers 
engaged in the control of leprosy, 
the kindness sand ‘generosity shown 
by the donors and NGOs, and the 
large numbers of silent back-bench 
workers who have given us today's 


effective tools, that have enabled us 
to fight this scourge with determination. 
It is only as a result of our joint efforts 
that we have been able to see, at the 
end of the tunnel, the gleam of the light 


of success. 


——_}—___— 


Tobacco Hazards 


oday, 31st May, is World No- 
Tobacco Day. To talk about prevention 
of cardiovascular diseases is therefore 
most befitting. For we know that in 
populations where cigarette smoking 
has been widespread for a number of 
decades, 20 to 25 per cent of deaths 
stroke are 


from heart disease and 


attributable to smoking. 


As you are aware, VWWHO, has over the 
past few years, been increasingly concerned 
about the serious public health problems 
caused by tobacco use. 


Asia accounts for the highest total 
cigarette consumption levels in the world 
which is increasing alarmingly in some 
countries. Cardiovascular diseases have 
already emerged as a leading cause of death 
in quite a few developing countries. 
We can no longer discuss this problem as 
being only a cause of concern for the 
industrialized world. It is here, right at our 
doorstep demanding urgent attention. 


In the S.E. Asia Region of WHO, the 


statistics trom Indonesia are indeed alarming. 


Some household surveys have shown that 
between 1972 and 1980, cardiovascular 
diseases increased from 5 to 10 per cent 


of all deaths. 


Ischaemic heart disease is now the most 
frequent form of heart disease treated in 
hospitals. There has also been a rise in the 
consumption of cigarettes, increasing on an 
average by 2 to 5 per cent a year. 


As far as the Indian scene is concerned, 


the situation is equally serious. 


It is time that we look at the prevention of 
cardiovascular diseases as seriously as the 
other elements of primary health care like 
maternal and child health, immunization, 
nutrition and communicable diseases. 


let me first explain about what we mean 
by primary health care or PHC in short, even 
if this may seen somewhat repetitive to some. 
Primary health care is not just a doctor sitting 
in a clinic and treating patients. PHC is a 
philosophy. It is an approach to help people 
take better care of their health and wellbeing, 
and to take some responsibility for it. It aims, 
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thus, at empowering people to look after their 
health and encourage a more effective 
utilization of medical services. 


Health Education is central to the primary 
health care approach. In the case of 
cardiovascular diseases, health education is 
the most crucial component of preventive 
programmes. It is aimed primarily at 
preventing cardiovascular diseases and to 
enable the person with such diseases to live 
longer and enjoy a better quality of life. Since 
smoking is a risk factor for cardiovascular 
diseases, | would like to deal with this area 
first. One of the most important health 
education messages that we must disseminate 
to people is that smoking is harmful for the 
heard and blood vessels. 


We know this is being done in various 
places by various individuals and 
organizations both government and non- 
government. But we also know that by and 
large, merely telling people about the dangers 
of tobacco use is not leading to a change in 
behaviour. And this bring m to an important 
| would like to stress. Health Education is not 
just raising health awareness in the people. 
Awareness raising is certainly the first step, 
but health education must aim for more. 
Health education must aim for behaviour 
change. As an integral component of primary 
health care, health education must lead to 
empowerment in its full meaning - namely, 
knowledge about what will promote health 
and well-being, and what increases risks 


of ill-health, and the means, economic, 
physical, social and psychological, to adopt 
healthier lifestyles. 


In Society today, there are several barriers 
that impede the adoption of healthy lifestyles. 
For example, smoking may be considered a 
normal’ thing to do in many communities. 
Therefore why would people want to deviate 
from social 'norms' simply because of some 
health risks involved? 


Actually, it takes quite a lot of effort to 
become a smoker in the first place. As every 
youngster knows who has tried it, cigarette 
smoking is initially quite unpleasant: it makes 
you cough and giddy and tastes repulsively 
bitter. Nobody makes such efforts in vain, 
without wanting to achieve something. After 
having achieved what is considered a 
socially accepted thing to do there is a 
psychological barrier to give it up. There are, 
however, two time periods when this 
psychological barrier is comparatively low 
and it is relatively easier to quite smoking. 


Firstly, during adolescence, when role 
identification is still in a state of flux. In a 
follow-up study in USA, about one third of 
|G@-yearold smokers had quit at the age of 
18. Experts point out, therefore, that even if 
it may be difficult to prevent initiation into 
smoking, it may still be possible to prevent 
progression to tobacco addiction. The 
second time period is, say, at later middle 
life, when acquired roles are increasingly 


being questioned - some people call this the 
mid-life crisis - and the nuisance value of 
heavy smoking begins to outweigh the 
decreasing value of whatever status one 
wanted to achieve by becoming a smoker. 
Thus the times when the psychological 
barriers are low must be identified. 
The age groups | mentioned, namely, 
adolescents and later middle life, are obvious 
target groups for educational interventions 


to stop or reduce smoking. 


Adolescents are indeed a very special 
group. In some Asian countries like in the 
West, the smoking rates among adolescents 
are actually increasing even if there is overall 
decrease in smoking. 


Educating adolescents is indeed 
challenging. We have to realize that health, 
as it is normally perceived, namely absence 
of disease, is not a high priority for healthy 
adolescents. Just making adolescents aware 
of the health risks of using tobacco is not 
enough. "Fear" is not a good longtime 
motivator. Instead, ‘nonsmoking’, must be 
projected as increasing vigour and 
youthtulness, and promoting health and well- 
being as positive values. 


This example may serve as a reminder 
that for health education to be effective, the 
health worker should also address other 
values, in addition to the promotion of health 
as wellbeing and feeling good. In a very 
effective approach in Sri Lanka, values 


emphasized primarily are economic rather 
than health. The population addressed which 
‘ncludes tobacco and drug users are made 
to realize that a percentage of poor peoples’ 
income go into smoking. It is thus sheer 
foolishness to pick up a meaningless habit 
which makes no difference in life except to 
fill the pockets of the tobacco industry. This 
approach of demystification of substances of 
abuse, including tobacco, is combined with 
the encouragement to adolescents to analyze 
which factors in advertising and in the social 
environment are glamourizing substances of 
abuse. They conclude that some of our anti- 
drug messages, especially some of the more 
aggressive one actually result in glamourizing 
tobacco use rather than discouraging it. 


Involving people themselves for community 
action and building bottom-up pressures will 
also include measures such as making 
tobacco outlets few and far between and 
making tobacco expensive. This is very much 
part of the primary health care approach for 
a sustainable reduction in tobacco use in all 
its forms and for all age groups. 


Let me repeat that a well understood PHC 
approach and a well thoughtout anti-smoking 
campaign go very well together and can be 
mutually beneficial; PHC will focus not only 
on problems but more clearly on the strengths 
and resources in people, over overcoming 
the problems. PHC will bring the promotion 
of health and well-being more clearly into 
focus. Community activities to reduce 


smoking will benefit from this ‘social 
marketing’ value of PHC. 


There are, of course, many other 
contributions PHC can make to the prevention 
of cardiovascular diseases, although some 
of these may be difficult to implement due to 
various constrains. As you know, two well 
established and serious risk factors for 
cardiovascular diseases are hypertension 
and diabetes mellitus. Mass screening for 
these conditions may not be possible for a 
long time to come. But some populations at 
risk should and can be screened cost- 
effectively, e.g., those with a family history 
of cardiovascular diseases, those with 
significant weight gain in early adult life, or 
those with some clinical signs of diabetes 
like a high waist/hip ratio. There is still some 
controversy about the effectiveness of 
secondary prevention in patients with 
rheumatic fever as far as rheumatic heart 
disease is concerned. The long-term goal will, 
therefore, have to be primary prevention 
through treatment of streptococcal 
pharyngitis. This will be made amenable for 
inclusion into PHC activities with the 
availability of a rapid diagnostic test for 
streptococcal infection. Prevention of 
cardiovascular diseases through the primary 


health care approach is therefore essential. 


On the occasion of World Health 
Day 1992, when the focus was on heart 
diseases, it was pointed out by WHO 
that according to available estimates, 
deaths from cardiovascular diseases, would 
within a decade, overtake the combined 
deaths from diarrhoeal diseases, tuberculosis, 
malaria, measles and whooping cough. 
that half of 


all cardiovascular diseases can be 


It was also estimated 


prevented with the adoption of a healthy 
lifestyle beginning in childhood. 


Improper diet, immoderate drinking, 
use of tobacco, lack of exercise, obesity 
risk 


factors contributing to cardiovascular 


and stress are various known 


diseases. Experiences from around 
the world have shown that these factors 
are controllable. A joint effort must be 
made by government, nongovernmental 
organizations, individuals and groups 
to create a supportive environment 
for adoption of healthy lifestyles. 
Ultimately, of course, as in the case of alll 
lifestyle related diseases, it is what 
we as individuals will do, that will 


make the difference. 
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Oral Health 


he theme of World Health Day this year 
focuses attention on oral diseases 
which are perhaps, the most 
widespread of all diseases prevalent in the 
world. No population is tree from caries and 
periodontal diseases. And yet, there are 
perhaps no other diseases which are so 
preventable through regular oral hygiene, 
optimal use of fluorides and proper nutrition. 


While significant progress has been 
achieved in oral health in most developed 
countries following sustained prevention 
programmes, the situation in some developing 
countries is causing concern. This is due to 
the increasing trend in oral diseases. These 
increases are related usually to. the rapid 
changes in dietary habits and lifestyles, 
particularly on migration to large cities, In 
ihese communities, in addition to the common 
problems of dental caries and gum diseases, 
there are other serious oral diseases like oral 
cancers, for instance, that threaten people's 
lives and welfare. 


Most member Countries of WHO's South- 
East Asia Region are fortunate that in children 
only moderate to low levels of dental problems 
are found as compared to children in some 


developed countries. What is needed 
urgently, therefore, is fo ensure that this 
situation is further improved through 
appropriate preventive programmes 
launched with and sustained through 


community support. 


The burden of demand for treatment 
of severe caries or periodontal disease 
in developing countries can only be 
guessed. In about one-third of these 
populations, about 1350 million people 
will require pain relief treatment (extractions) 
three times in their lives. About two-thirds 
or 2400 million people will need five or 
more extractions. 


The prevention and control of dental caries 
in industrialized countries has largely been 
possible through the fluorides in many 
different ways and by the widespread 
adoption of effective oral hygiene habits. 


In spite of these successes the disease is 
not conquered in all communities. It might 
still be called a neglected epidemic in 
underprivileged and low-income groups. 
Alternative oral care systems based on 
collaboration with and participation of 
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members of the community have the potential 
to change the way oral health and 
care services function. The community 
too can participate in prevention and 
in promoting "self care". 


Regular community campaigns can also 
be organized to examine people's mouths 
to identify early lesions so that they can 
be promptly treated. 


Oral cancer is a life threatening problem 
in all countries and is generally related to 
oral habits, especially the several uses 
of tobacco which are all dangerous. 
Oral cancers are the sixth most frequent 
cancers in the world but in developing 
countries they rank third for males and 
fourth for females. It is one of the most 
common cancers in the Indian sub-continent 
with a high mortality when undetected 
at a very early stage. Fortunately, this 
is not the case in countries where 
effective prevention programmes have 


been established. 


In May 1981, the World Health Assembly 
stated that the first global indicator of oral 
health status by the year 2000, would 
be an average of not more than three 
Decayed, Missing or Filled permanent 
Teeth (DMFT), at the age of 12. This is 
a goal that all countries, developed 
and developing must strive hard to achieve. 


As the WHO _ Director-General, 
Dr. Hiroshi. Nakajima, has said; "we must 
ensure that the adoption of new lifestyles and 
new eating habits does not lead to an 
increase in dental caries in population that 
always had healthy teeth. Ve must find ways 
of incorporating and encouraging traditional 
methods of oral hygiene which have proved 
their efficacy, and which are inexpensive 
and culturally acceptable’. 


It is hoped that this year's World Health 
Day theme, with the slogan, "Oral Health for 
a Health Life", will help to mobilize efforts in 
strengthening oral health and thereby 
ensuring a healthy lite for all. 


fr —_—— 


# 
A « 
a 
gc ee 
or © - 
ad 
a 
*} 
a (ei 
ee vee . 
iy ss we 
| ad ‘ 
P ms 
Le " Gi 


rr 


pak 
ae 
4 
4 
J 7 
Aya 
> 
P 7 . 
ete 
J 
EE ies 
a 
ae i 
<a cathe td 
a - 
4 
= a 
oe ae 4 9 


eaten 
dy ka _ 


: sna iS ue 
: veektgeh gti 
jeder vr. 


> Of tate 
wT 4. .. 
ut ic 
7 oi 4a 


HEALTH POLICY AND MANAGEMENT 


® 


. 
- 
s g 
Pie 
em 
= 
<—. 
s] rr 
4 _— L. 
‘ 
Jd 
oi 
- vc 
ct 


Emergency & Disaster Medicine 


umankind today faces major 

challenges from an ever increasing 

number of emergencies and 
disasters. From the 1960's to the 1980's, 
there has been a five-fold increase 
in the frequency of emergencies and 
disasters, accompanied by a proportionate 
increase in losses to the economy. The South 
East Asia Region ranks fourth in the global 
disaster scenario. 


The overall picture of disasters in this 
Region varies with floods, storms and 
earthquakes playing a major role. Each year, 
8.7% of the total population of Bangladesh 
and 6.9% of the population of India are 
affected by some form of disaster, resulting 
in deaths, injuries, disease, and displacement 
of a large segment of the population. 
Earthquakes and landslides are the major 
hazards in Bhutan and Nepal. However, 
their impact is seen mostly in the form of 
property loss, mainly due to scarce population 
living in the mountainous region. 

In Indonesia and Thailand the annual risk 
to people from natural disasters is decreasing, 
but the risk from man-made hazards like 
road accidents, collapse of buildings 


JIL 


due to structural failure as well as industrial 
accidents is rising. 


Besides the impact on human population, 
disasters offen affect services essential for 
human survival like shelter, water supply, food 
stock, and sanitation facilities. The combined 
effects of these factors produce a profound 
impact on human health that is manifested in 
the form of injuries, deaths, disease and 


disability. According to the International 


Federation of Red Cross and Red Crescent 
Society, the average number of affected 
persons per 1000 population during 1994 
was highest in Asia (49.7 per thousand), 
followed by Africa (40.61) and lowest in 
Europe (1.39). A possible explanation for 
this situation in Asia may be due to the high 
density of population, the large number of 
poor living in the high risk areas, lack of 
essential infrastructure and a limited coverage 
by services in an environment of centralized 
decision making. 


WHO realizes that the Health Sector 
Contingency Plan can play a significant 
role in alleviating the sufferings of 
the population. With this intention, WHO 


is gssisting the Member States in 
H-| 20 


& 


national emergency 


developing a 
preparedness and disaster preparedness 
programme. The objective of the health 
sector plan is to anticipate the public 
health needs during potential emergency 
situations, initiate pre-disaster preparedness 
measures and to provide appropriate 


and timely response. 


In this direction, we have established a 
Core Group in the Regional Office in order 
fo ensure coordinated action between the 
different divisions of WHO, and provide 
a coordinated response to emergencies 


The role of WHO's 


Representatives at the country level has also 


and disasters. 
been clearly defined. 


Presently, VWHO is implementing projects 
on Emergency and Humanitarian Assistance 
(EHA) in many countries of our Region. Funds 
have been mobilized through extra- 
budgetary resources for Bangladesh, 


Myanmar, Nepal and Sri Lanka. The project 
under implementation in Myanmar is 
designed to provide medical assistance to 
displaced persons. Funds for EHA activities 
in Indonesia are mainly utilized for human 
resource development. In addition, funds 
from the Regular Budget of WHO have been 
allocated for EHA activities in Bangladesh, 
India, Myanmar and Nepal. 


In specific terms, VWHO's contribution is 
utilized for raising the general awareness on 
the need for emergency preparedness 
amongst decision makers as well as in 
promoting technical and managerial solutions 
to specific issues that affect the health sector 
in emergency management. 


| am hopeful that this forum - the Asia 
Pacific Conference - will play an important 
role in supplementing VWHO's efforts in 
reducing morbidity and mortality inflicted by 
emergency and disaster situations. 


idle 


Health Impact of Disasters 


ccording to available statistics, there 

was a fivefold increase globally in 

the frequency of disasters between 
1960 and 1989, with South-East Asia 
ranking fourth in the global disaster scenario. 
By the end of the twentieth century, experts 
feel that many more countries may become 
vulnerable to emergencies and disasters 
due to a number of demographic and 
ecological factors. 


According to the World Bank, economic 
consequences of emergencies and disasters 
in terms of worldwide physical damage, is 
about US$ 40 billion annually. On an 
average, cyclones and earthquakes are 
estimated to cost the world US$ 18.8 million 
per day. In addition, the affected countries 
bear the burden of the negative economic 
effect of disasters. These effects are more 
pronounced in developing countries which 
have fragile economies. Further, it has been 
estimated that the losses to the Gross National 
Products due to disasters can be twenty times 
greater for developing countries than for 
developed countries. 


The combined pressures of poyerty and 
population growth push people to 
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increasingly unsafe habitations, like hillsides 
prone to landslides, undefended coastal 
plains and islands, river banks, river 
watersheds and areas subject to seismic risk. 
According to the United States Overseas 
Development Council, 6 out of 10 of the 
world's poor are being forced by rapid 
urbanization and by high population growth 


_ to live in marginal: lands that are vulnerable 


to disasters. 


The public health consequences of 
emergencies and disasters are trauma, 
injuries, certain infectious diseases and death. 
The information from the International 
Federation of Red Cross and’ Red Crescent 
Societies indicates that the annual average 
number of people affected and killed globally 
in emergencies and disasters between 1968 
to 1992 was 109 million and 300,000 
respectively. For South-East Asia, the annual 
average of the affected population was 
76 million, while those killed were 
approximately 38,000. 


Disasters also disrupt services essential for 
human survival like shelter, water supply, food 
stocks, distribution systems and sanitation. . 
Within the first three weeks of the 199] 


996. 


cyclone in Bangladesh, approximately 
139,000 cases of injuries were reported at 
different firstaid posts, clinics and hospitals, 
with almost an equal number of deaths. In 
one thana (Bans khali), the injured cases 
formed 48.70 per cent of the total emergency 
cases. The number of diarrhoeal diseases in 
the area increased to almost 200 times the 
normal figure. In some places, the nutritional 
deficiency diseases among the child 
population increased from 15 per cent to 32 
per cent within a few months of the cyclone. 


Similarly, during the earthquake in the 
Maharashtra State of India in 1993, 11.9 
per cent of the total population of 
approximately 165 thousand were reported 
dead, and 4.8 per cent injured. Of those 
injured 6O per cent sutfered major injuries 
comprising fractures, had and spinal injuries, 
as well as abdominal injuries. 


There is every reason to believe that 
disasters will remain with us. War, civil strife, 
natural calamities and the degradation 
of the environment, combined with the 
overcrowding of cities and migration of 
people into high-risk areas, makes the task 
at hand increasingly difficult. 


Obviously, such incidents attract attention 
and sympathy globally. But governments 
become suspect in the eyes of both their own 
people and of those outside if they are unable 
to respond effectively. It is in this context that 
the health sector's preparedness and 


response can play a major role in projecting 
the correct national image. The objective of 
the health sector should be to anticipate the 
health impacts of potential emergencies and 
initiate pre-disaster measures fo provide 
timely, adequate and appropriate response. 


Counter disaster planning is a continuing 
process to be carried out at different 
administrative levels of the country. Specific 
plans need to be developed involving 
different agencies in health and health related 
sectors. The planning process must also 
include mechanism to review pre-disaster 
measures and the past failures in disaster 
response to be better prepared for next time. 


It must be said that in the case of 
Bangladesh, advanced preparedness 
contributed much to the success of its 
responses as was evident during the recent 
tornado, floods and cyclone. The creation 
of an emergency management reporting 
mechanism within the Ministry of Health and 
Family Welfare; health sector linkages with 
the National Emergency Management 
System, emergency buffer stocks and 
interagency collaboration in emergency 
management are some of the important 
features of the ongoing Bangladesh 
Emergency and Disaster Project in the health 
sector. Additionally, with the establishment 
of a hazard-resistant communication system 
and the National Centre for Disaster 
Management, Bangladesh's emergency 
preparedness programme will be further 


strengthened. Having actively supported 
the Government of Bangladesh, technically 
as well as financially, we are happy to see 
these developments taking place. 


In the United Nations system, the 
Department of Humanitarian Action plays an 
important co-ordinating role between different 

“UN agencies. Within this context, VWWHO 
~ fulfills its responsibilities in the health sector 
through a resolution adopted by the World 
Health Assembly in 1995. The resolution, 
among other things, calls for meeting the 
health needs of the vulnerable community 
through the primary health care approach, 
to alleviate the human suffering during the 
immediate post-disaster period by 
appropriate emergency response and 


humanitarian advocacy. For this purpose, 


WHO has restructured its Emergency and 
Humanitarian Action programme. Focal 
points have been established at the regional 
level and we, in the WHO Regional Office 
for South-East Asia, have established a core 
group to support the Member countries. 


During 1996, we have provided 
technical as well as financial support to two 
Member countries to meet the medical supply 
requirements during the floods in DPR Korea 
and for the tornado victims in Bangladesh. 
In addition US$445,000 have been 
allocated in the WHO regular budget for 
1996-97 biennium and US$ 541,981 
trom extrabudgetary sources to strengthen 
national capabilities for disaster and 
emergency management in six Member 
countries of the Region 


Health and Development 


he objective of this Conference 
is to highlight the 
place of health in the process of 
socioeconomic development, so that 
it receives the necessary priority in 
national and regional developmental 
and political agendas. It is hoped that 
this Conference will. help to effectively 


role and 


underscore the complex nature of health 
thus 
the appreciation of the imperative 


problems and. will enhance 
need for intersectoral action and partnership, 


to. accelerate our march towards 
the goal of health, not for some, but 
tor all. This Conference also seeks to 
provide a platform for a meaningful 
exchange of ideas and experiences, 
hopetully lead to 


which would 


a networking of Parliamentarians 
of the countries of the Region for health 
development. WHO, on its part, would be 
a most interested and active partner in this 


process. 


Since a brief analysis of the health 
situation and trends in the countries 
of our Region would provide a useful 
backdrop to our discussions, | would like 
fo present some salient points. 
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The overall health situation in our Region 
is characterized by a slow decline in the 
crude death rates, infant and under-tive 
mortality rates, and a gradual increase in 
life expectancy. However, infant mortality still 
remains as high as 60 to 100 per 1000 
live births, and maternal mortality ranges 
between 300 and 500 per 100,000 live 
births in some countries. At the same time, it 
is a matter of pride that countries in the Region 
are now on the threshold of eradicating 
poliomyelitis and eliminating leprosy as a 
public health problem. 


Commendable though these achievements 
are, we still face many public health 
challenges. For example, four of our countries 
contribute about 40 per cent of the global 
mortality on account of Acute Respiratory 
Infections. Diarrhoeal diseases constitute the 
leading cause of morbidity in many countries, 
and of mortality in the Region as a whole. 
The three micro-nutrient deficiencies of Vitamin 
A, iodine and iron are the main nutritional 
challenges to primary health care in the 
Region. Iron deficiency anaemia, which 
accounts for a high incidence of perinatal 
morbidity and mortality and low-birthweight 
infants, is widespread. Over 60 per cent of 
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women aged between 15 and 49 years in 
most of our countries suffer from anaemia. 
Undernutrition due to low protein intake is 


also widespread: between 40 and 70 per ~ 


cent pre-school children suffer from this 
problem. What, perhaps, is the cause for 
greatest concern is that safe drinking water 
and basic sanitation are still not available to 
large numbers of our people. As for food 
security, it continues to be a dream for many 
in the Region. 


In addition, the persistence of vector-borne 
diseases, particularly malaria, creates a 
heavy burden on the health services. With 
88 per cent of the Region's population 
residing in malarious areas, about three 
million laboratory-contirmed malaria cases 
were reported in 1994. The estimated 
number, however, on the basis of drug 
consumption, is 21 million. 


The situation of tuberculosis has been 
further aggravated with the emergence of 
HIV/AIDS. During 1993, more than 2.3 
million TB cases were reported. Nearly 50 
per cent of the global TB cases and onethird 
of deaths are estimated to occur in our 
Region. The resurgence of plague, the 
emergence of chronic non-communicable 
and other infectious diseases, such as dengue 
and hepatitis, and the pandemic of AIDS 
remain formidable challenges. 


Thus, the epidemiological transition 
witnessed in most of our countries imposes 


on them the double burden of infectious and 
non-infectious diseases. The already complex 
situation is further compounded by factors like 
population explosion, widespread poverty, 
illiteracy, the generally low status of women, 
the unprecedented growth of unplanned 
urbanization and environmental degradation. 


Within the context of varied economic 
growth, the countries in this Region are 
confronted with two different situations with 
regard to their health budgets. Some countries 
are facing shrinking resources for health 
programmes due to low economic growth, 
high inflation and increased indebtedness. 
Others, with medium or high economic 
development, have to spend more on health 
care services due to the ‘double burden of 
diseases’. In both situations, there is severe 
pressure on health budgets. VVhile the global 
strategy for HFA has set the target of health 
spending at 5% of GNP, six of our countries 
report much lower allocations. Unfortunately, 
in this regard, the financial position of WHO 
is no better: for more than 10 years, the 
Organization has operated on a zero 
growth budget. The 1996-1997 biennial 
budget, in fact, suffered a drastic 14% de 
facto reduction. 


Fortunately, the international climate is 
now becoming more positive for our mission. 
There is a much greater visibility and 
commitment of the UN system, and increasing 
contributions from the Bretton Woods and 
other financial institutions for social 


development, including health. India and 
Bangladesh provide excellent examples of 
countries receiving significantly large external 
resources for health development, 
unconstrained by limited internal mobilization. 


WHO's South-East Asia Region is 
committed to assisting its Member Countries 
in harnessing the potential external resources 
through technical cooperation in general an 
preparation of viable programmes and 
projects in particular. The need of the hour is 
to implement the required reforms in the health 
sector that will ensure efticiency dnd equity 
in the use of health resources, thereby 
contributing optimally to health development. 


Though the direct link between health and 
development has been scientifically 
established, yet often, public expenditure on 
health is viewed as welfare expenditure, or 
as consumption expenditure and not as an 
investment. The fact is that improved health 
contributes to economic growth in many 
ways: it reduces production losses caused 
by worker's illness, it promotes the use of 
natural resources that were inaccessible 
because of disease; it increases the 
attendance of children in school and enables 
them to learn better, and it releases for 
alternative uses resources that would 
otherwise have to be spent on treating illness. 
The economic gains of investing in health are 
relatively greater for the poor and 
disadvantaged who generally bear the 
burden of ill health and who thus stand to 


gain the most from the development of under- 


utilized national resources. 


In short, therefore, investing in health not 
only accelerates economic growth, but also 
contribute directly to poverty alleviation. The 
positive impact of balanced and equitable 
development on health is too well known to 
need any elaboration for this august 
gathering. Economic development leads to 
improved access to food, provision of safe 
water supply and sanitation, education, better 
housing and health care services - all in 
turn, resulting in better health status of 


the population. 


Hon'ble participants, you, as a group, 
play a crucial role in national development 
and international solidarity. All laws and 
policies relating to health development as also 
concerning other sectors having a bearing 
on health, need your endorsement. Budgetary 
allocations for health and health related 
legislations are cleared by you. Through the 
mechanisms of parliamentary health and 
other consultative committees, you maintain 
the health 


bureaucracy, institutions and programmes. 


an active interface with 
Your views and thoughts not only influence 
government policies, but also mould public 
opinion. In the ultimate analysis, of course, it 
is the people who must benefit and it is they _ 
who should be at the centre of our attention. 


VVWHO and parliamentarians are 
natural allies in health development. 


The policy and mission of WHO is 
operationalized through commitment 
to health for all, which is based upon the 
principles of equity and community 
participation: as elected representatives 
of the people, parliamentarians are 
naturally concerned with the heath of 
all their people. Further, health for all 
is intersectoral in nature: parliament 
is welfare oriented and, therefore naturally 
health for 
all needs strong and enduring leadership 


intersectoral. Yet again, 
and advocacy: parliamentarians are 
de facto leaders - even when they are not 
sitting MPs, they remain active in the 
political and public arena. Last, but not 
the least, health for all aims at the holistic 
well-being of the people which will 
permit them to lead a socially and 
economically productive life: the promotion 
and protection of health is, therefore, 
an integral part of the development process, 
and parliamentarians naturally have 
an interest in supporting this approach. 

forward 


| am _ greatly looking 


to active interaction amongst the 
hon'ble parliamentarians, who have their 
hands on the pulse of the people 


and know the ground realities better 


than anybody else. We, in turn, 
will provide you with information 
and technical support, to facilitate 


policy formulation, analysis and. review. 
Better information and a sound database 
would, inter alia, help the participants in: 


Effective examination of parliamentary 
agendas on health 


Study of national legislations relating to 
different areas of health concerns, 
to diagnose possible gaps and 
inconsistencies, and thus develop healthy 
public laws and _ policies. 


Assessment of the positive and negative 
impact of the policies and programmes 
of other sectors on health status. 


We have sought to provide relevant 
information to the Hon'ble participants 
on the topical themes of Renewal of the 
health-for-all strategy; Women's health 
and development; New, emerging and 
re-emerging infectious diseases: prevention 
and control: and Health and Environment. 
These issues will be discussed at this 
Conference. | am very happy to note that 
some of the distinguished participants have 
kindly agreed to make presentations on 
these themes to facilitate discussions. 
| and my colleagues will be very pleased to 
provide further information and support 
as desired. We are indeed fortunate in 
having Dr. John Bryant who will make 
a special presentation on "Pursuing Health 
and Well-being in an Era of Global 
Uncertainty and Opportunity". Dr. Bryant's 
presentation, | am sure, will provide 
a valuable overview of the health 
and development scenario globally 
and regionally. 


Before concluding, | wish to take a 
few moments to share the vision of 
WHO with you. We believe that access 
to health care and services is a human 
right; that we must renew our commitment 
to achieving health for all in spite of 
economic uncertainty; and that we must 
honour our contract with all the peoples 
of the world by forging new partnerships 
for health. Friends, as you are well aware, 
many countries of the Region are, presently, 
engaged in various aspects of health 


sector reforms, and preparing for 
their national health plans. This high 
level conference at this juncture, | feel, 


is, therefore, extremely opportune. 


| am confident that your deliberations, 
held in a spirit of partnership, will lead 
to decisive action to place health high on 
the national and regional development and 
political agendas. This is not merely a hope 
but a necessity if we are to achieve the goal 
of health for all. 


a 


Health Policy and Management 


t is indeed a great pleasure and privilege 
for me to be invited to deliver the 1996 
Distinguished Lecture in International 
Health of the University of North Carolina at 
Chapel Hill. This year, | think it is singularly 
significant that the lecture is being co- 
sponsored by the Indian Institute of Health 
Jaipur. 
My predecessor, Dr. U Ko Ko delivered the 


Management Research in 
1991 Distinguished Lecture in this series in 
Chapel Hill and | am aware that your kind 
invitation is a reflection of the close 
partnership that has developed over the years 
between the World Health Organization 
(WHO) and your institutions. | recall the early 
meetings we in WHO had with Prof. Sagar 
Jain at the time he was nursing the exciting 
idea of a collaborative Executive Programme 
in Health Development. It is indeed heartening 
to see that the imagination and the labour of 
pioneering spirits like Dr. Ashok Agarwal and 
Prof. Sagar Jain have made the Executive 
programme a much sought after event in the 
public health training calendars of many 
countries in the Region. We in WHO 
consider it a privilege to be intimately 
associated with this programme and we like 
to see it grow from strength to strength in the 
years fo come. 


—————— 


| wish to spend the next few minutes 
sharing with you some ideas and insights on 
the global health scene and the health 
situation and trends in South-East Asia, 
highlighting the major policy directions and 
management strategies that WHO is 
adopting to meet the current and emerging 
challenges to health. 


WHO AND HEALTH 


Health is, by definition, an integral part 
of development. The Constitution of the VWWHO 
detines health as: 


A state of complete physical, mental and 
social well being and not merely the absence 
of disease and infirmity. 


Those who prepared the WHO 
Constitution almost 50 years ago had 
the remarkable foresight to see health 
within the context of human rights, 
peace and security. For example, the 
WHO Constitution affirms: 

The enjoyment of the _ highest 
attainable standard of health is one of. 
the fundamental human rights of every 
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human being without distinction of race, 
religion, political belief, economic or 


social condition. 


Health of all peoples is fundamental to 
the attainment of peace and security and 
is dependent upon the fullest cooperation 


of individuals and states. 


The Health for All (HFA) movement 
launched at the 30th World Health Assembly 
in 1977 was based on recognition of the 
link between health and development. 
HFA acclaimed the universal attainment by 
the year 2000 of a level of health that permits 
people to lead socially and economically 
productive lives as a primary goal for all 
societies. The need to protect these rights and 
ensure adherence to the responsibilities they 
mention is more relevant today than ever 
before. This recognition is reflected in 
the concepts of “health security” and 
“health accountability”. 


Health security is founded on equity. It is 
founded on the principle that all human 
beings may live free from the risk of 
preventable illness and injury and will have 
equal access to quality health care that is 
both affordable and relevant. Health security 
means more than a system of schemes to 
guarantee access to health care. It includes 
the right to food in sufficient quantity and 
quality, information needed for self reliance 
and a working and living environment where 
known health risks are controlled. It also 


means empowering people to make the 
right choices in health and building their 
capacity to keep themselves and their families 
healthy. This calls for various forms of social 
and economic support, and better knowledge 
and awareness. It also calls for intersectoral 
collaboration as an essential element 


in health development. 


Health accountability begins with the 
obligations of the and the 
responsibilities of health professionals to 
provide health services to all. It also includes 
the state's acceptance of responsibility 
for the impact on health of development 


states 


and other policies. 


WHO has endorsed these two concepts 
and our policies and programmes have been 
given overall orientation to ensure that all 
people, irrespective of their station in life and 
the circumstances surrounding their lives, 
enjoy health security and that governments 
and health professionals display their 
obligations towards health accountability in 
providing health services to all. 


Health development in a 
changing world 


First let us look at the global scene that 
provides the overall perspective for health 
development in the South East Asia Region. 
The world is becoming so interdependent that 
in relation to health it is now becoming difficult 
to talk of a Region or country in isolation. 


In the last 10 years there has been an 
unforeseen but far reaching global trend 
towards the democratization of political 
systems; this has been accompanied by 
much greater participation of people in 
determining their own future. On the other 
hand, while the end of the “Cold War’ 
relieved the tension between East and West, 
regional, intercountry and within country 
conflicts and warfare have persisted. Hopes 
were high for reduced spending on arms and 
increased spending on health development. 
So far this so called “peace dividend" has 
not materialized, or seems to have been 
absorbed by peace keeping and peace 
making efforts, leaving still meagre financial 
resources to accelerate human development. 


World population growth has continued 
to slow down, falling from 2.1% per annum 
between 1965 and 1970 to 1.7% between 
1985 and 1990; it is expected fall to 1.6 
or 1.5% between 1995 and 2000. In 
absolute terms, however, the world's 
population grew from 4800 million in 1985 
to 5300 million in 1990, and is expected to 
reach 6200 million in the year 2000. Much 
of this increase is occurring in developing 
countries. It is estimated that by the year 
2000, developing countries will have nearly 
600 million children under the age of five, 
that is almost 2.3 times the number of people 
over the age of 65. 


By 1990, people aged 65 and over 


living in developed countries amounted to 


145 million, representing 12% of their 
populations. In developing countries, the 
proportion of the population aged 65 and 
over has changed only marginally - that is 
from 155 million to 182 million. Overall, 
about 65% of the increase in the world's 
elderly population is now taking place in 
developing countries. The demographic shift 
has very significant implications for planning, 
financing and delivery of health services in 
the coming decades. 


The number of people living in urban 
areas increased from 1700 million in 1980 
to 2300 million in 1990, and it is estimated 
that it will reach about 3000 million by 
the year 2000; again most of the increase 
will be in developing countries. It is expected 
that by the year 2025 about 60% of the 
world's population will live in urban 
areas. The “megacities” - large urban 
populations of 10 million or more - are 
increasing faster than those of smaller size. 
The number of such megacities is expected 
to rise to 21 by the year 2000. Many 
such cities have huge numbers of very poor 
people concentrated in slums, where poor 
housing and squalid living conditions exit. 
All these contribute to ill health and an 
unsatisfactory quality of life. 


Improvements in the world economy have 
helped to supply diverse goods and services 
and this has led to widespread improvements 
in the standards of living for most of the 
world's population. Nevertheless, the gap. 


between the developed and developing 
countries has increased. So also has that 
between the developing and the least 
developed areas. This is the overall context 
in which we need to look at our own Region. 


Main determinants and the health 
situation in South East Asia 


In the backdrop of such a global scenario 
let us now examine the health situation and 
the main determinants of health in the 
South East Asia Region of the WHO that 
| have the privilege to lead. First of all 
| wish to focus on the demographic trends, 
the socioeconomic situation and the 
health systems in the countries of the 
Region. Next | will highlight what we in 
VVHO recognize as the main determinants 
of the health of people. 


Demography 


Our Region comprises ten countries with 
a combined population of 1.5 billion people 
living in 6% of the total land area. The 
populations of Bangladesh, Bhutan, India, 
Maldives, Myanmar and Nepal will increase 
by at least 30% between the years 2000 
and 2010 and the total fertility rates of these 
countries will be in excess of 3.0. In DPR 
Korea, Indonesia, Sri Lanka and Thailand, 
the population increase will be around 18%, 
total fertility will be less than 2.2, and the 
annual percentage rate of population growth 


will be between 0.81] and 1.19. 


South East Asia has a higher child (O to 
14 years) population than the world as 
a whole (i.e. 36% versus 32% in 1990), 
but lower proportions of adults aged 15 to 
64 and of elders aged 65 years or more 
(i.e. 4.1% versus 6.4% in 1990). By the 
year 2000, urban populations are 
expected to increase to 30% of the Region's 
total population. The number of urban areas 
(megacities as they are called), with 
populations of 8 million or more, had 
increased to six in this Region by 1990. 


Economic situation 


The Region presents a wide panorama 
of economic diversity as reflected in 
the per capita GNP which in 1990 ranged 
from US $ 180 in Nepal to over US$ 2000 
in Thailand. Five countries (Bangladesh, 
Bhutan, India, Myanmar and Nepal) 
with approximately 78% of the Region's 
population fall below the poverty line 
(US$ 372 per capita at 1985 prices) 
as detined by the World Bank. 


According to the most recent information, 
two countries of the Region (Myanmar 
and Nepal) spend less that 1% of their GNP 
on health; five countries (Bangladesh, 
Bhutan, India, Indonesia, Sri Lanka) 
spend more than 1% but less than 5%- 
and Maldives and Thailand spend more 
than 5% of their GNP on _ health. 
In Bangladesh, Bhutan, Maldives, Nepal 
and Sri Lanka, the percentage of national 


health expenditure spent on local health 
services is higher than 5O. 


As the economic situation, especially the 
per capita GNP, seems to be closely 
associated with the size of the population, 
it may be assumed that the growth of per 
capita GNP will be rather slow in countries 
with rapidly increasing populations. These 
countries will also face serious problems 
of environmental degradation and pollution. 
In the same period Indonesia, Sri Lanka 
and Thailand may have higher rates of 
economic growth and increasing levels of 
urban environmental pollution. 


. Education 


literacy rates have increased in the last 
ten years in most SEAR countries, but the 
absolute number of illiterate adults has also 
increased. Although almost all SEAR countries 
had reported male literacy rates of more than 
50% by 1990, most of them had much lower 
female literacy rates. As far as the status of 
women and female literacy are concerned, 
both determinants are expected to improve 
only slightly in Bangladesh, Bhutan, India and 
Nepal during the next ten years. 


Health systems 


The physical infrastructure and/or 
functioning of health systems seems to be 
inadequate in Bangladesh, Bhutan and 
Nepal. The situation is better but also needs 


improvement in India, Maldives and 
Myanmar. In other countries (DPR Korea, 
Indonesia, Sri Lanka and Thailand), the 
physical infrastructure is reasonably good and 
a basic network is in place. 


In DPR Korea, Sri Lanka and |hailand, 
between 80 and 100% of the population 
has access to local health services or to all 
elements of PHC. In the remaining countries 
of the Region, the coverage is lower. 


The quality and quantity of human 
resources for health need improvement in most 
SEAR countries. There are shortages in most 
categories of health personnel in Bhutan, 
Indonesia, Maldives, Nepal and Sri Lanka. 
Other countries (Bangladesh, DPR Korea, 
India, Myanmar and Thailand) have sufficient 
or excessive numbers of doctors but shortages 
in other categories of personnel. In all 
countries a shortage of professional nursing 
and midwifery personnel is recognized. |n 
almost all countries there is need to improve 
the distribution of health personnel, which at 
present is usually uneven, with excesses in 
urban areas and shortages in rural, especially 
hilly areas. The quality of basic workers at 
the lower levels is especially uneven, both 
between and within countries, and should 
be addressed as one of the critical areas. 


In summary, what we see is that the health 
situation in the South East Asia Region is 
characterized by the slow decline of crude 
deaths rates and infant and under five 


mortality rates as well as by the gradual 
increase in life expectancy. 


The infant mortality rate [IMR}, an 
important comprehensive indicator of the 
standard of living, which also reflects the level 
of education and the effectiveness of the 
health care system, has declined during the 
last decade in virtually all countries of the 
Region, but still remains high (60 102 per 
1000 live births) in some. An analysis of 
under five mortality rates shows a similar 
pattern. The maternal mortality rate (MMR) 
has shown a slow overall decline during 
the last decade but remains high 
in some countries. | 


Success stories 


The main change in morbidity and 
mortality patterns in the countries of the Region 
during the last ten years results from a decline 
of polio, measles, neonatal tetanus and other 
EPI target diseases, as well as from the 
declining incidence and prevalence of 
leprosy in the Region. There has also been a 
clear decline in the number of registered cases 
of guinea worm disease in India since 1984 
and some decline of visceral leishmaniasis 
in some countries during the last two years. If 
the prevention and control programmes of 
such diseases are intensified, there is a real 
chance that these diseases may be 
eradicated or eliminated or brought to very 
low levels of incidence and/or prevalence 
during the next few years. 


Unfinished agenda 


The less optimistic side of the regional 
health situation is determined by the high 
incidence and prevalence of acute respiratory 
infections, diarrhoeal diseases, malnutrition 
and nutritional deficiency disorders, vector 
borne diseases (especially malaria) and 
tuberculosis. The persistence of malaria and 
tuberculosis; the resurgence of plague; the 
emergence of chronic non communicable 
diseases such as cardiovascular diseases, 
cancer and diabetes; the emergence of other 
infectious diseases such as dengue 
haemorrhagic fever, Japanese encephalitis 
and the El tor strain of cholera: and the 
pandemic of AIDS and HIV infection are the 
challenges for the future. 


The estimated number of HIV infected 
persons as on | February 1995 in India, 
Thailand and Myanmar is 1.5 million, 
0.5 million'and 150 O00 respectively. 
In other countries the estimates vary from 


300 to 34000. 
Future agenda 


The process of epidemiological transition 
needs to be carefully studied to decide upon 
health interventions. As an example, if one 
were to study the causes of under five mortality 
in a typical developing country, it is clearly 
seen that infectious diseases are the 
predominant causes. The causes of adult 
mortality also show a similar pattern excluding 


measles, pertussis and neonatal tetanus. 
Under these circumstances, if health authorities 
vigorously combat infectious diseases such as 
diarrhoea, ARI, malaria and vaccine 
preventable diseases, infant and overall 
mortality reduction can be achieved. 


Forecasts for the next ten years envisage 
morbidity and mortality burdens still 
dominated primarily by infectious diseases 
with the beginning of a shift towards non 
communicable chronic diseases for 
Bangladesh, Bhutan, most of the states of 
India, Maldives, Myanmar and Nepal. 
Noncommunicable diseases and accidents 
will affect to a greater extent the more 
advanced countries of the Region which have 
achieved higher levels of life expectancy. The 
HIV/AIDS epidemic will be present 
throughout the Region, being close to its peak 
in India, Myanmar and Thailand, and rapidly 
spreading in some other countries. 


PRIORITY ISSUES IN 
HEALTH DEVELOPMENT 


Before | share with you the WHO 
strategies for health development in the South 
East Asia Region, | wish to emphasize some 
of the critical issues of the time which have a 
direct bearing on health as a whole. Any 
health developmentalist has to be mindful of 
the implications of these issues and we in 
WHO are playing an active role in 
advocating the imperative of seriously 
addressing these in all our countries. | am 


referring to poverty and its consequences, the 
emergence of market economies and the 
search for newer ways of health care 
financing, and the whole gamut of issues 
related to women and health. 


Poverty, unemployment and 
social disintegration 


Poverty is the main cause of short life 
expectancy, malnutrition and disability. It is 
the basic reason why babies are not 
vaccinated, clean water and sanitation not 
provided, why mothers die at childbirth and 
why lifesaving drugs are not available in 
many countries. Poverty is the single largest 
contributor to mental illness, suicide, 
substance abuse and family and social 
disintegration. When a mother loses her 
baby, it is not much consolation for her to 
know that many other babies in her village 
will live or that life expectancy has increased 
by 50% in her country. What is real is the 


loss of her child and that very often such 


deaths are due to preventable causes. 


Poverty worsens the spread of disease but, 
equally important, the impact of ill health has 
the capacity to intensify poverty or push 
groups and societies below the poverty line. 
Among the many examples of this are 
malnutrition, cholera and tuberculosis. 
Cholera, which is directly associated with 
lack of adequate housing, clean water and 
sanitation, has increased dramatically over 
the last decade. Social disintegration related 


to poverty and unemployment is shown by 
indicators such as the harmful use of alcohol 
and drugs, and violence. These are major 


public health issues. 
Environmental sustainability 


As the World Commission on Environment 
and Development and the 1982 UN 
Conference on Environment and Development 
have made clear, ecologically irresponsible 
and unsustainable development have 
significant adverse effects on human health. 
The effects on global climate change, 
ecotoxicity and the depletion of both 
renewable and non renewable resources 
threaten the health of all of us, but especially 
those whose habitats are most vulnerable, 
which is often the poorest populations. What 
is needed is a system of economic 
development that avoids harming the health 
of the ecosystem of which we are a part 
and the global life support system upon which 
we depend for our health and survival, while 
the benefits 
development for those in most need. 


assuring of economic 


The global market, public/private 
mix and the role of governments 


Most countries in our region, including 
India, are in the process of restructuring their 
economies to adjust to the global market. 
Privatization of state activities and public 
enterprises have been a major outcome of 
this process. This same process has also 


affected a wide range of pi‘blic services, 
especially welfare oriented programmes 
including health services and special 
target programmes for the disadvantaged 


and the poor. 


The changing pattern of health care, 
from a predominantly public sector 
dominated system to one where the private 
sector is becoming increasingly important, 
poses newer challenges to health service 
managers. These ongoing changes in all 
of our countries call for a closer look 
at the role of the private sector in the 
overall national health development 
strategies. Therefore the issue of what 
makes for an appropriate mix of public 
and private sectors in the provision and 
financing of health care has to receive the 
attention of health care managers and 
planners. This need will continue to grow 
in the countries of our Region. The growth 
of the private sector does not diminish 
the importance of the state and the 
public sector as determining agents of 
national health policy. What it actually 
does is to alter the conventional role of 
the State and endow it with an even 
more critical and essential role. What 
will be necessary in the coming decade 
is for health policy makers, planners and 
managers to look objectively at the 
needs of the public above those of 
the providers and interest groups; to look 
at the needs of preventive and curative 
services and to formulate a judicious mix 


of such services. They will need to carefully 
determine the complementary roles of the 
private and public sectors in the given milieu 
and harmonize their respective advantages 
using a realistic mixture of incentives, controls 
and other policy instruments. 


In this situation the government has three 
major roles to play. Firstly the government has 
a role as policy maker and regulator. 
Governments will have to ensure that 
measures are taken to maintain an 
acceptable level of equity and that increasing 
reliance on the private delivery of health care 
does not disadvantage the poor, the elderly, 
and the most disabled members of society. 
Such controls are best carried through 
incentives and disincentives that bring 
the desired behaviour, but often legislation 
is also necessary. 


The second role for the government is to 
serve as a source of accurate, timely 
information. By providing key pieces 
of information to those concerned in the 
health care system, government may 
improve the efficiency and equity of 
health sector operators. 


The third role for governments is equally 
relevant. It has an important advocacy 
role through the evaluation of financing 
and provision policy changes. It can review 
the experiences of other countries, carry out 
studies or situational analyses and needs 


assessments and assess manpower 


and technology alternatives as well as 
the impact of limited experience before 
enlarging the scale of innovations. 


Rapid technological change continues to 
revolutionalize the world and how human 
beings live in and consider their world. 
Although SEARO is not yet a leading 
developer of technology, advances in 
technology will continue to be the main level 
of socioeconomic transformation in our region 
too. Technological innovations have not 
benefited all people equally. Many people 
do not gain fully from available health 
technologies because of lack of accessibility 
and cost implications. Technological 
innovation offers the opportunity for 


health 


development sectors to change the patterns 


partnerships between and 
of work, and enhance health promoting 
capacity. For example, where simple 
technologies such as iodizing salt have been 
widely applied, the incidence of goitre has 
been dramatically reduced at very low cost. 
More sophisticated technology also has its 
uses but we have to be judicious in its use. 
Fortunately, the contribution of high 
technologies for the advancement of health 
in the SEAR countries is still very positive but 
we have to be constantly careful about this. 


WOMEN, HEALTH AND 
DEVELOPMENT 


Investing in women's health is now being 
recognized as an essential component of 


social and economic growth. Investments 
in women's health can be argued on 
several grounds. First, equity and human 
rights, which emphasizes redressing 
gender disparities. Second, the multiple 
benefits of women's improved health, 
which emphasize increased productivity 
and the impact of the mother's health on 
her offspring. Third, the cost effectiveness 
of reproductive health interventions 
compared to other health interventions. 
An increasingly compelling argument 
is that policy commitment must be 
complemented by a more participatory 
approach which involves women in decision 
making and implementation. This was the 
important message from the Population 
Conference in Cairo - that for population 
stabilization and overall development 
goals to be achieved, more emphasis must 
be given to improving women's health and 
women's empowerment. 


It is essential to view the health of 
women in a holistic way within the social. 
economic and political context of their lives. 
WHO believes that by working closely 
with the private sector and NGOs to 
deliver information and services, governments 
can help derive the greatest benefits 
from national health resources. By increasing 
policymakers’ awareness of the real social 
and economic gains resulting from 
improvements in women's health, agencies 
such as WHO can help by informing country 
decision makers about lessons gleaned from 


world wide experiences. We can also 
support interventions proven fo be cost 
effective. The challenge of the 1990s lies 
in finding the best means to integrate 
women effectively and fully in the 
development process - to promote the role of 
women as agents of change and to increase 
their access to information, technical and 
economic resources, skills and opportunities - 
not only to benefit women in their own 
right but to benefit all now and in the future. 


WHO'S POLICY AND 
PROGRAMME FRAMEWORK 


WHO plans its programmes of work on 
a cyclical basis through what are referred to 
as General Programmes of Work (GPW) 
which are approved by the highest policy 
making organ of the Organization, the World 
Health Assembly. We have in 1996 just 
entered the 9th General Programme of 
Work which covers the six year period 
from 1996 to 2001. This builds upon 
the earlier GPWs which systematically 
built the health infrastructures in the countries. 
The 9th GPW establishes the global health 
policy framework for action by the world 
community (meaning countries, WWHO, other 
international organizations, bilateral 
and multilateral donors and NGOs). 
The overall WHO policy is to support countries 
in bringing about greater health equity 
and improving health and health systems, 
with particular emphasis on countries 
in greatest need. 


For this purpose global and Regional 
health goals and targets have been 
formulated. These goals and targets have 
been determined based on the priorities 
already set by the international health 
community. These targets are the minimum to 
be achieved by the end of the period of the 
9th GPW (the year 2001). For example, the 
eradication and elimination of poliomyelitis, 
guinea worm disease, leprosy, neonatal 
tetanus and measles are well within our reach 
if collaboration between countries and the 
international organizations is redoubled as 
it was done for the eradication of smallpox 
in 1979. The Regional targets that have been 
set indicate the averages below which no 
country should find itself and will be adapted 
differently from country to country. Certain 
targets will be met more easily by certain 
countries and therefore focus and thrust have 
to be placed on those countries and 
population groups where the levels set have 
not yet been achieved. 


Four interrelated policy orientations have 
been proposed as a focus for action by the 
international health community to reach their 
health goals and targets. These four main 
policy orientations are: 
human 


1) integrating health and 


development in public policies; 
2) ensuring equitable 
health services: 


access to 


3) promoting and protecting health, and 


4) preventing and controlling specific 
health problems. 


WHO's strategy will follow the 
four interrelated policy orientations 
that | just mentioned. To illustrate this | will 
add a word or two on our strategies 
for cooperation with countries in the 
Region in each of these policy areas. 


For example, in integrating health 
and human development in public 
policies, WHO will work with and assist 
the countries to formulate development 
policies and programmes which give 
particular attention to reducing inequities 
in health relations between populations, 
aging and urbanization, and strengthening 
health 


the role of the family in 


and development. 


With regard to the second policy 
in relation to ensuring equitable access to 
health services, WHO will support, inter alia, 
strengthening of the health infrastructure at 
primary, secondary and tertiary levels; 
planning of heath care with emphasis on 
epidemiological surveillance, coverage and 
accessibility and monitoring and evaluation; 
and restructuring the tasks of government 
and developing health care financing 
mechanisms, including health insurance, and 
involve contributors in management. 


With regard to the programnes for 
promoting and protecting health, WHO will 
cooperate with the countries of the Region 
and provide assistance mainly in health 
promotion and prevention of disease, injury 
and disability. WHO will encourage healthy 
lifestyles and behaviour with particular 
attention to tobacco, alcohol and drug abuse, 
and will promote nutritional improvement, 
enhanced family well being and reproductive 
health, care of the elderly and workers’ health. 
In all of these the emphasis will be on self 
reliance and community based action. 


WHO will also stimulate the formulation 
of international policies, conventions, 
regulations and other measures fo promote 
and protect health. It will also support the 
establishment of methods for assessing 
environmental health hazards. 


We have collectively arrived at the above 
strategies and agenda after a very meticulous 
study of the health situation in the world and 
our own mandate given to us by the World 
Health Assembly. We believe that if we 
continue to work together closely with vision 
and commitment, the results of our concerted 
Regional action will be seen in some of the 
following outcomes: 


1) We will realize strong intersectoral 
partnerships which will help to gain 
political commitment and to place health 
at the centre of the human development 
agenda in the countries. 


2) Development will use health stuius within 
populations, and in particular among 
disadvantaged and vulnerable groups, as 
an indicator for assessing health security 
and the quality and impact of development 


on health. 


We will notice expanded and improved 
functioning of health infrastructure in our 
countries which will ensure access to 
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appropriate services in promotive, 
preventive, curative and rehabilitative care 
for all communities and groups. 


There will be better information and 
transfer of knowledge about proven, 
affordable, cost effective technology and 
its careful choice and appropriate 
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application. 
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Implementation of strategies and methods 
tor public participation, including 
multisectoral community involvement, in 
health promotion and protection. 


RESEARCH FOR 
HEALTH DEVELOPMENT 


It health development is to succeed, 
we will need to alter the direction 
of current research and re direct research 
tunding, 


devoting fewer 


resources 
to biomedical research and 
to health promotion research. 
As with the concepts of “investing in 


health” and “community conscience”, the 


| ore 


question becomes - where are scarce health 
research funds best invested so as to have 
the best chance of having a significant impact 
on the health of the population2 


To successfully use the strategy of healthy 
public policy, we will need a great deal of 
research on the health effects of current 
policies, the likely health effects of suggested 
alternative - healthier - policies, and the 
mechanisms for development of healthy public 
policy. This research must be developed 
and applied at all levels from the local 
to the global. 


Enabling people to increase control over 
and improve their health also means enabling 
them to increase control over research that 
affects their health particularly in the context 
of strengthening community action and 
developing personal skills. This means using 
research methodologies such as action 
research and participatory research. These 
approaches involve the “subjects” of the 
research in defining the research, developing 
and carrying out the research, and 
interpreting, and using the results; in short, 
the subjects of the research control 
the research. 


Regarding basic research, the relevant 
point made in the research strategy 
formulated in 1982 is still valid. That is, the 
strategy does not exclude basic research 
which is incorporated as an integral 
component in a research programme 


directly relevant to solving priority health 
problems and contributing to the attainment 
of the goal:of HFA 2000. 


ENSURING A MORE UNIFIED WHO 


Questions are sometimes asked about the 
efficiency and effectiveness of WHO's 
activities and use of resources. WHO has to 
face up to this scrutiny and improve its 
openness and accountability to member 
States. There are two contexts for monitoring 
WHO's 


corresponding to the two areas of priority 


and evaluation. of work, 
setting: first is the world health situation, and 
the second is WHO's own work. Monitoring 
is done every three years and evaluation 
every six years during implementation of the 
HFA Global Strategy. In addition there are 
joint reviews by the countries and WHO to 
judge the progress made and the difficulties 
encountered. The monitoring of WHO's own 
work is also being strengthened to improve 
the technical support to countries. In 
particular, the past three years WHO reforms 
have concentrated on enhancing coherence, 
efficiency and accountability. For example, 
the VWWHO management information system 
is being revised to meet the emerging 
administrative and management needs for 
monitoring and evaluating programme 
implementation. More effective use will be 
made of external reviews of WHO 
programmes and the Executive Board will 
also review programmes in depth at each 
session. VWWHO country offices will be given 


more scope for cooperation with countries 
by making the WHO Representatives 
the pivotal link in the chain of cooperation. 
WHO plans to make better use of its 
network of Collaborating Centres and 
other National Centres of Excellence 
which have the necessary expertise to 
undertake research and to rapidly apply 
research findings at the country level. 
Overarching all of these reforms and 
improvements is the fact that WHO is 
acknowledged to have unique access to 
international technical expertise. Crucial to 
maintaining technical excellence are the 
competence, proficiency and commitment 
of the staff and advisers of WHO. WHO 
is opening itself to new partners, including 
NGOs and the private sector, and these 
partnerships will significantly improve our 
ability to mobilize social, political and 
financial support for international health 
cooperation. We will strengthen our technical 
consultation between WHO and reputed 
institutions such as yours and hope that you 
will participate fully and continue to share 
your expertise with us to fulfil our mission. 


CONCLUSION 


We can learn many things from our friends 
in the West, we can borrow from their 
experiences, we can imitate some of their 
successes but at the end of the day, South 


East Asia has ultimately got to find its own 
solutions to its health problems. For as Kipling 
said many years ago, “Asia is not going to 
be civilized after the methods of the West. 
There is too much Asia and it is too old”. 
The end of a century has held a special 
fascination for man since the beginning of 
time. This is particularly true with the end of 
a millennium. We should all be able to look 
forward to the end of the millennium with 
fresh hope, not with trepidation. 


Time is short and the tasks ahead 
are big. They call for an enormous cooperative 
effort, unqualified commitment from 
all of us and, above all, sustained 
and devoted action. In spite of the 
many differences and diversities in 
the South East Asia Region | am 
confident that health wise, good sense 
will prevail and will dictate an increasing 
degree of cohesion and collective action 
among our countries. TCDC will come 
to play an important part in health 
development, as it will no doubt do in all 
other spheres, and WHO will refocus its 
own capacity and mechanisms to support 
these initiatives. We all must look forward 
to a new century of prosperity, justice 
and good health for all nations in our 
Region. There are no alternatives and 
any alternative would be too awesome 
fo contemplate. 


Health Situation and Trends 


he distinguished participants are 

no doubt aware that | have convened 

this meeting in pursuance of the 
recommendation of the 13th meeting 
of the Health Ministers held last year. 
The general idea behind this meeting 
is to develop further the appreciation 
of our collective policies, programmes 
and activities in order to advance 
the cause of the health of our people, 
through appropriate advocacy at all 
levels, ever-widening partnerships, solidarity 
for health, and, above all, ensuring equity 


in health. 


Besides, as each one of you occupies 
a pivotal position in your government 
and acts as the principal adviser to the 
Health Minister, this meeting would be an 
ideal forum to follow-up on the important 
recommendations made by the Ministers 
and pave the way for their future meetings. 
It would also provide a platform for 
exchanging ideas, experiences and 
achievements, developing personal 
relationships, and reinforcing the mechanisms 
of interface between South East Asia 
Regional Office and its Member countries. 


This, | am confident, will contribute to 
an accelerated health development in 
each Member Country and to our collective 
self- reliance and regional solidarity. 


Since a brief analysis of the health 
situation and trends in the countries of 
our Region would provide a useful 
backdrop to your discussions, let me present 
it to you at the outset. The overall health 
situation in the South-East Asia Region 
is characterized by a slow decline in 
the crude death rates, infant and under-tive 
mortality rates, and a gradual increase 
in life expectancy. However, infant mortality 
remains as high as 60 to 100 per 1000 
live births in some countries. Similarly, 
maternal mortality ranges between 300 
and 500 per 100,000 live births in 


some Member Countries. 


lt is a matter of pride for us that our 
Region did not lag behind in eradicating 
smallpox, and our countries are now on 
the threshold of gaining freedom from 
poliomyelitis and leprosy. But, we are still 
beset with many serious health problems 


and diseases. Four of our countries are 
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estimated to contribute about 40 per cent 
to the global Acute Respiratory Infection 
(ARI) mortality. Diarrhoeal diseases constitute 
the leading cause of morbidity in five 
of our countries and a leading cause of 
mortality in the Region as a whole. The three 
micro-nutrient deficiencies of vitamin A, 
iodine and iron are the main nutritional 
challenges to primary health care in the 
Region. Iron deficiency anaemia, which 
accounts for a high incidence of perinatal 
morbidity and mortality and low-birth- 
weight intants, is widespread. Over 60 
per cent of women agéd between 15 and 
A9 years sutter from anaemia in most of 
our countries. Undernutrition due to low 
protein intake is also widespread: 4O per cent 
to nearly 70 per cent pre-school children 
suffer from undernutrition in half of our 
countries. The persistence of vector-borne 
diseases, particularly malaria, is a cause of 
deep concern, as 88 per cent of Region's 
population in all its countries, except 
DPR Korea, reside in malarious areas. Though 
about three million laboratory-confirmed 
cases were reported in the Region in 1994, 
the estimated number, on the basis of 
drug consumption, is seven times higher. 
Of the confirmed cases, 38 per cent were 
P. falciparum infected. The worsening situation 
of tuberculosis has been aggravated with 
the emergence of HIV/AIDS. During 1993, 
more than 2.3 million TB cases were reported 
from the Region: India and Indonesia broadly 
‘accounted for almost three-fourths and 


one-tourth of these respectively. Nearly 


50 per cent of the total global TB cases 
and onethird of deaths are estimated to occur 
in our Region. The resurgence of plague, 
the emergence of chronic communicable 
and other infectious diseases such as 
dengue and hepatitis and the pandemic of 
AIDS are the major challenges of the future. 
As HIV/AIDS is a matter of particular concern, 
a presentation on the new. mechanism 
of UNAIDS has been specifically included 
in the agenda. 


The epidemiological transition underway 
in most of our countries imposes on them the 
double burden of infectious and non-infectious 
diseases. The already complex. situation is 
turther compounded by population explosion, 
widespread poverty, illiteracy, tremendous 
growth in urbanization which is mostly 
unplanned, and environmental degradation. 


The world, including the countries of our 
Region, have witnessed profound political, 
socioeconomic, cultural, demographic and 
epidemiological changes. These have a 
significant bearing on the health of the 
people. WHO's response to global change, 
as per the decisions and guidance of the 
World Health Assembly and the Executive 
Board, has been well conceived, planned 
and executed. Therefore, | am of the view 
that it would be appropriate and useful for 
us fo review the progress relating to WHO 
reform and response to such change, 
including developments in related areas such 
as renewal of the health-for-all strategy. 


| also intend to share with you the 
significant results of the recent meetings of the 
WHO/SEA Regional Committee and the 
Ministers of Health. 


Within the context of varied economic 
growth, South East Asia Region countries are 
facing two different situations with regard to 
their health budgets. 
facing shrinking resources for health 


Some countries are 


programmes due to low economic growth, 
high inflation and increased indebtedness. 
Others with medium or rapid high economic 
development, have to spend more on health 
care services due to the ‘double burden of 
diseases’. In both situations, there is a pressure 
on health budgets. While the global strategy 
tor HFA sets the target of health spending at 
5% of the GNP, six of our countries report 
much lower allocations. 


Fortunately the international scenario is 
positive for our mission. Theré is a much 
greater visibility and commitment of the UN 
system, and increasing contributions from the 
Bretton Wood and other financial institutions 
towards social development, including 
health. Examples of countries like India and 
Bangladesh point towards a greater 
potential for mobilizing external resources for 
health development, unconstrained by limited 
internal resources. 


WHO South East Asia Region is 
committed to assist its Member Countries in 
harnessing the potential external resources 


through technical cooperation in general and 
preparation of viable programmes and 
projects in particular. The need of the hour 
is to implement such reforms in the health 
sector as would ensure efficiency and equity 
in the use of health resources: the 
two would, contrary to the general belief, 
reinforce each other and contribute 


optimally to health development. 


| would also like to share with you some 
of the important concerns of the WHO's 
Executive Board and the Regional Committee 
tor the South-East Asia. 


1} The WHO country collaborative 
programme needs greater attention in 

‘ order to achieve optimal outcomes for 
health development in the Member States. 
To begin with, the joint WWHO/country 
programmes should be planned on the 
basis of country's priority health needs and 
in consonance with the policy and strategy 
framework of the WHO Ninth General 
Programme of Work, beginning with 
1996. Once the programme is well- 
formulated, there should be only a few 
occasions to depart from it, thus 
maintaining the technical soundness of all 
programmed activities. The idea is not 
only to implement the programme in 
financial terms, but also to maintain its 
technical integrity. 


Therefore, it is necessary to vigorously 
monitor the implementation of the 


2 


— 


programme so as to ensure uniform 
obligation of funds throughout the 
biennium, and avoid a situation where 
about 40 per cent of the WHO country 
regular budget is utilized in the last 
quarter of the biennium. It has been 
found that periodic joint review 
meetings, chaired by Health Secretaries, 
can contribute significantly to an 
effective implementation of the joint 
programmes, and thus optimize the 
outcomes. Our case for a larger 
allocation of regular and extrabudgetary 
tunds, in the Region will get seriously 
impaired if we are unable to fully 
utilize the resources presently available 
tous. The responsibility of the countries in 
this behalf is great as 75 per cent of 
the total regional allocation goes to them. 


On an average, about a quarter of WHO 
country budget is devoted to fellowships. 
The costs involved in most fellowships are 
rather high as about 50 per cent of the 
fellowships are outside the Region, mostly 
in the United States. The question that 
naturally arises is: do these fellowships 
justify the large chunk of WHO limited 
budget spent on them? It seems that time 
has come to critically re-examine the 
fellowship programme, particularly the 
extraregional placement of fellows. This 
would have to be in the light of the 
countries’ changing health requirements 
and the need and capacity of their 
institutions for training. 


It has become imperative to seriously 
explore the possibilities of expanding in- 
country fellowship programmes, and 
training facilities Within the Region. 
Besides, shortterm study tours need to be 
carefully arranged with clear objectives, 
and their number kept to the absolute 
minimum. Such study tours should 
perhaps be taken out of the fellowship 
programme and included as an integrated 
activity in the relevant technical 
programme. Therefore, | propose 
to convene soon an ad hoc meeting 
of experts and specialists for streamlining 
the fellowship programme. 


3) We are now on the threshold of freedom 
trom poliomyelitis: hence, the need to 
sustain National Immunization Days to 
ensure its eradication from the Region. 
Similarly, elimination of leprosy is now well 
within our reach. We ought to reinforce 
our efforts and ensure proper 
administration of the multidrug therapy in 
order to get rid of this age-old scourge. 
Elimination of neo-natal tetanus is also 
now in sight; therefore, there should be 
no let up in our efforts. 


At the same time, we need to strengthen 
the prevention and control measures against 
re-emerging communicable diseases such as 
malaria and tuberculosis. We have also to 
gear up our efforts to meet the challenge of 
new and emerging infectious and chronic 
diseases through effective surveillance. 


epidemic preparedness, joint border health 
programmes, and intensified health education 
and advocacy. The situation needs to be kept 
under constant review and effective control 
so that the health gains are’not allowed to be 
undermined. 


Along with your thoughts and guidance 
regarding the above issues | would welcome 
the benefit of your considered views on 
the new role of governments in health 
in the wake of the growing and irreversible 
trend towards privatization. Can the State 
now afford to gradually diminish its role in 
the provision of health care services in our 
countries? Or should the State continue to have 
a leading role in all aspects of health 
development in view of the current 
socioeconomic, political and epidemiological 
conditions as also the need for focus on 
primary health care and equity so that the 
paradigm of health for all can be translated 
Should the State have 
a regulatory role vis-a-vis the role of the 


into reality? 
private sector in health? If so, how 
the regulatory mechanisms should be 
developed and put in place? 


Secondly, what should be the best way 
to utilize VWHO's scarce resources in support 
of mainstream national! health development? 
Should the resources be used for advocacy 
to place health high on the political and 
development agenda, or should they be 


directed towards specific projects and 
programmes? Should WHO's technical 
cooperation extend directly to provinces, 
districts and NGOs? How can the countries 
of the Region promote TCDC in health, 
particularly in tackling border health 
problems, implementing National 
Immunization Days of Week, and ensuring 
regional self-sufficiency in polio and other 
vaccines, as visualized by the Health 
Ministers. And, lastly, how can WHO play 
a greater role in assisting the countries in 


mobilizing external resources for health? 


Dear friends, this is your meeting. VWHO 
would provide technical and financial support 
in its organization. The broad contours and 
design of future meetings would be as per 
your collective wisdom and advice. 
Depending upon your convenience and wish, 
the next meeting can be held at any place in 
a Member Country. 


In this first meeting, as we proceed with 
the agenda, you should feel free to voice 
your views and concerns on the issues 
mentioned by me, as also on other matters as 
you deem appropriate. The practices and 
conventions that you establish now would 
guide the organization and conduct of your 
future meetings. | have full faith and 
confidence in your wisdom. The challenges 
are daunting, but together we can convert 


them into opportunities. 


Corporate Sector 


in Family 


Welfare 


he HealthforAll movement, launched 


in 1977, clearly underscores the link 
, between health and development. The 
Health-for-All goal, as you may be well 
aware, is aimed at the universal attainment 
of a level of health that permits people to 
lead socially and economically productive 
lives. The need to ensure the attainment of 
this cherished goal is more relevant today 
than ever before. This recognition is reflected 
in the concepts of "health security" and "health 
accountability". 


Health security is founded on the 
principles of equity and emphasizes the right 
of all human beings to live free from the risk 
of preventable illness and injury and have 
equal access to quality health care that is 
both affordable and relevant. Health security 
means more than a mere system of schemes 
to guarantee access fo health care. It includes 
the right to food in sufficient quantity and 
quality, to information needed for selfreliance, 
and a working and living environment where 
known health risks are controlled. It also 
means empowering people to make the right 
choices in health and building their capacity 
to keep themselves and their families healthy. 
This calls for various forms of social and 


economic support, access to relevant 
knowledge and awareness of various health 
issues. It also calls for inter-sectoral 
collaboration and partnership as an essential 


element in health development. 


Health accountability begins with the 
obligations. of the State and the 
responsibilities of health professionals to 
provide quality health care to all. It also 
includes the State's responsibility for 
formulating developmental policies which 
complement health. Policies relating to 


industry can be best implemented in 


partnership with industry itself, and | am 


happy fo note that the Cll's initiative in health 
is one such example. | 


| would, therefore, like to congratulate the 
Cll for their foresight in investing in family's 
health, which, we believe, constitutes the very 
core of all strategies for health, population 
and economic development. Reproductive 
health occupies a central position in family 
health in which health impacts are passed 
on from one generation to the next. The 
family's welfare begins with reproductive 
health, which not only affects the health of 
infants, children and adolescents but also sets 
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the stage for health beyond the reproductive 
years for both women and men. 


| would now like to refer to a few important 
issues which warrant our common attention 
and action. 


Although pregnancy is not a disease, a 
large number of women in the countries of 
the SouthEast Asia Region experience it as 
a private struggle between life and death. 
According to WHO's latest estimates, more 
than halta-million women die globally each 
year due to causes related to pregnancy and 
childbirth - 99 per cent of these deaths 


occurring in developing countries. 


Unfortunately, the maternal mortality in our 


Region is one of the highest in the world. 
Not only does such high maternal mortality 
reflect the poor reproductive health situation 
in the Region, it also speaks of the health 
impact of the harsh inequities faced by 
women throughout their life span. 


More than 90 per cent of these maternal 
deaths can be prevented with simple 
technologies which are already proven for 
- their safety and costeffectiveness. Again, 
unfortunately, a large number of marginalized 
women and adolescents do not yet have 
access to basic care during pregnancy and 


childbirth and after childbirth. 


planning services suitable to the clients’ 


Family 


changing needs in various phases of their 
reproductive life are also not available in 
many areas. In addition, studies have shown 


that despite the existence of hospitals 
equipped with emergency obstetric care, a 
significant number of women in need of life: 
saving emergency care die before reaching 
these hospitals. This is largely due to poor 
and delayed access to emergency 
transportation. It is one area that | hope the 
Cll will be able to devote some attention to, 
using its vast network of affiliates located in 
all parts of the country to help the community 
in this respect. 


Another 
contributing to maternal mortality concerns 


important issue directly 


the existing high level of unmet needs for 
quality family planning services in the 
countries of the Region. The existing unmet 
need for family planning is reflected by the 
fact that a significant proportion of maternal 
deaths occur due to complications of 
abortion, which is a consequence of 
unwanted pregnancies. 


An equally relevant issue is the existing 
high incidence of adolescent marriages, 
which exposes adolescent girls to the risk of 
maternal mortality which is several times 
higher than in the age group of 20-24 years. 
However, despite these risks, many 
adolescent brides, because of family and 
social pressures, become anxious to establish 
their fertility soon after marriage, preferably 
by giving birth to a male child. 


Keeping in view this scenario, and with 
the increasing awareness of the need for 


equal human rights for women, including 
reproductive health rights, the International 
Conference on Population and Development 
(ICPD}, held in 1994 in Cairo, generated a 
global consensus to break away from the 
traditional paradigm of targetoriented family 
welfare to a broader and more humane, 
need-based reproductive health approach. 
The Conference also emphasized the 
growing awareness that population, poverty, 
patterns of consumption and the environment 
are so closely interconnected that none of 
these can be considered in isolation. 


It may be worthwhile, at this juncture to 
recall the definition of Reproductive Health. 
Based on WHO's working definition as 
adopted in the Programme of Action of the 
Cairo Conference, and endorsed by the 
United Nations General Assembly, 
Reproductive Health has been defined as "a 
state of complete physical, mental and social 
wellbeing and not merely the absence of 
disease or infirmity, in all matters relating to 
the reproductive system and its functions and 
processes. Reproductive health, therefore, 
implies that people are able to have a 
satistying sex life and they have the capability 
to reproduce and the freedom to decide if, 
when and how often to do so. Implicit in 
this last condition is the right of men and 
women to be informed and to have access 
to sate, effective, affordable and acceptable 
methods of family planning as well as other 
methods of their choice for regulation of 
fertility which are not against the law, and 


the right of access to appropriate health care 
services that will enable women to go 
safely through pregnancy and childbirth 
and provide couples with the best chance of 


having a healthy infant". 


This definition of reproductive health was 
further endorsed by a very large number of 
governments and NGOs who participated 
in the Fourth International Conference on 
Women held in Beijing in 1995. This 
globally-endorsed definition of reproductive 
health now serves as the basis for action by 
Member States and for support by 
organizations of the United Nations system 
at country, regional and global levels. VWWHO 
has responded by developing an integrated 
intervention strategy on reproductive health, 
called the "mother-baby package", for use 
by national and international organizations. 


In this connection, a Regional: Technical 
Consultation, sponsored by the WHO 
Regional Office for South-East Asia, 
identitied, as part of the regional strategy, 
an integrated reproductive health care 
package. The interventions recommended 
in this package are focused on six priority 
reproductive health areas, namely: family 
planning; safe motherhood including 
newborn's care; prevention and management 
of complications of abortion; reproductive 
tract infection - sexually transmitted disease 
and HIV; prevention and management of 
infertility, and adolescent reproductive health. 
An increasing number of countries in the 


Region have developed plans of action for 
meeting their national needs in reproductive 
health care by adapting these WHO 
integrated interventions. 


In the area of reproductive health, 
WHO works in close partnership with 
several international organizations, 
particularly UNFPA, to provide technical 
backup for their efforts. | sincerely feel 
that the regional reproductive health 
the WHO 
guidelines on reproductive health care 
can be usefully utilized by the Cll's 


family welfare programme. 


strategy and technical 


An effective implementation of 
reproductive health care requires many 
types of actions to be harmoniously 
undertaken by many related sectors within 
both the public and private spheres. 
Realization of the vital importance 
of reproductive health should become 
the shared responsibility in a spirit of 
partnership by forming links with each 
others’ activities, tapping new avenues, 
and, more importantly, building on what 
already exists. Needless to say, such 
initiatives will benefit every section of society 
by increasing the accessibility and 
affordability of reproductive health care 
services to all clients, regardless of their 
economic situation or gender. | deeply 
appreciate the Cll's_ 
providing health care to people at work. 


Studies have shown that with a healthy 


initiative in 


workforce, fewer workdays are lost to 
illness and absenteeism. And this means 
higher productivity, higher profits and 


larger benefits to all. 


In this regard, | commend the Cll's 
initiative in family welfare as an innovative 
step to protect the right of all people 
at work to the highest attainable standard 
of reproductive health. We appreciate 
the support extended by USAID to the 
This kind of active 
collaboration for health is more relevant 


Cll in this respect. 


in countries that have a high proportion 
of their populations, living in absolute 
poverty. The World Bank, in its 1993 
World Development Report, has rightly 
articulated that investment in health, 
besides reducing the toll of human 
suffering, can raise incomes, particularly 
among the poor. The health care costs, 
thus, become important elements in the 
strategy to reduce poverty. In this 
light, we hope that the Cll, as a major 
contributor to the poverty-reducing 
goal of the country, will specially include 
in its health care programme the. 
marginalized communities outside the 


workforce. In doing so, one may 
remember that investments in other 
related sectors also could have a 


catalytic influence on health development. 
Earlier, | have confined my remarks to 


areas in reproductive health programme — 
where industry can effectively contribute in 


improving reproductive health care. | am now 
tempted to go beyond this area and offer a 
much wider canvas for industry to draw upon. 


The corporate sector's role can be 
expanded, for example, in the establishment 
of high standards for products such as drugs, 
vaccines and medical equipment, in 
following the strictest possible measures of 
quality assurance, and in the adoption of 
good manufacturing practices. Industry 
could assure that the highest ethical 
standards are maintained in the promotion 
of their products. VVHO' has the technical 
expertise in these areas and | look forward 
fo a constructive partnership with industry 
in health development. VWHO would gladly 
offer the technical support needed in 
establishing good manutacturing practices, 
quality assurance, ethical standards and 
in other related areas. 


The lack of equity in health care, the 
large gap between the rich and the poor, 


and especially the gender gap are issues 
that need urgent attention. Women have 
less access to health care and have an 
inadequate say in decision-making, 
particularly regarding health issues and 
the size of the family. This situation can be 
changed through empowerment of women 
through education and through income 
generation schemes. Even a small proportion 
of corporate profits directed towards this 
noble cause will go a long way towards 
enhancing the status of women. Industrialists 
in my country, Indonesia, for example, are 
establishing a corpus under a non-profit 
organization to temporarily advance seed 
money fo indigent women fo start income- 
generating ventures. No doubt, you could 
also, in your own way, evolve similar 
innovative measures to participate in the 
challenging task of upliftmeni of women's 
status. This will contribute significantly 
towards family welfare and accelerate 


the achievement of the cherished goal of 
Health tor All. 


ET gy mai 


Health Information 


Systems 


eliable and timely health information 

is a critical component of health system 

development. In January 1995, the 
Executive Board of WHO reviewed the 
programme of Health Situation and Trend 
Assessment and recommended that the highest 
priority be given to strengthening country 
health information systems. The Board stressed 
that health information should be action- 
oriented and directly useful for policy-making, 
and that healthfor-all (HFA) monitoring and 
evaluation processes be simplified and current 
HFA indicators reviewed. The Board also 
recommended preparation of a Global Health 
Situation Analysis, promotion of future trend 
and projection methodologies, and 
strengthening the technical involvement of 
WHO Collaborating Centres in the 
implementation of the International 
Classification of Diseases and related 
classifications. It was emphasized that WHO 
should assist countries in strengthening their 
health information systems and that it should 
produce practical guidelines for assessing the 
quality of national epidemiological 
surveillance systems, develop a method for 
rapid assessment of health information 
systems, produce guidelines for and a 
catalogue of health indicators, and further 


develop and support the use of methods for 
rapid evaluation. 


WHO's Ninth General Programme of 
Work (9th GPW), defines the policy 
guidelines for world action during the period 
1996-2001. It sets the framework for 
programme development and management 
for WHO during that period. The 9th GPW 
lays down that WHO will continue to monitor 
trends through its general health surveillance 
mechanisms and the regular monitoring and 
evaluation of progress towards health-for-all 
targets. It will seek the further improvement of 
indicators and the development of new ones 
where appropriate - for-example, in health 
promotion, health education, lifestyles and 
behavioural change, cost effectiveness and 
women's health. Emphasis will be placed on 
practical measures, and on gathering and 
disseminating necessary information rather 
than on collecting data for data's sake. 
WHO will also promote the rationalization 
of overall reporting requirements for countries. 


A priority highlighted in the 9th GPW is 
that WWHO should cooperate with countries 
to: strengthen national capacity for dafa | 
collection and health surveillance; analyse the 
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and trends; detect 


health 


the most prevalent communicable and 


situation 


noncommunicable diseases and health 
problems; monitor coverage, management 
and quality of the health system; and evaluate 
the need for and effectiveness of 


health technology. 


In view of the results of the health situation 
and trend assessment (HST) Programme 
Review carried out by the Executive Board 
and in light of the priorities set out in the 9th 
GPVV, there is an urgent need to review and 
assess the progress made by Member 
Countries in the policies of health information 
systems (HIS) development and to identity 
constraints in building up decentralized and 
managementoriented information systems with 


in-built HFA monitoring and evaluation 
mechanisms. There is also a need for national 
HST focal points to be aware of |CD-10 and 
ICD training materials. The national HST focal! 
points should also be familiar with health 
futures methodologies and their potential 
applications. Plans for HIS development in 
the Region should be further intensified. 


| urge that the strategies that you develop 
and the mechanisms for their implementation 
be practical and realistic so that you can 
ensure that we achieve the desired goal of 
strengthening health information systems in 
support of health-for-all goals. | assure you of 
WHO's 


collaboration in these efforts and look forward 


continuing assistance and 


to the outcome of this meeting. 


A 


Health Financing Reforms 


oday, most countries are leaning 
towards a more democratic form of 
governance. Central planning is being 
replaced by market-oriented economic 
systems. The resultant economic development 
is giving rise to changing lifestyles and 
disease patterns, especially in urban areas. 


At the same time, governments are also 
having to rely more on market mechanisms 
as, in most countries, their budgets are under 
pressure. Structural adjustments in a number 
of countries in the Region have not only 
reduced government budgets in general, but 
also the budgets of the Ministries of Health. 


To respond to these developments, 
countries in the Region have initiated many 
reforms in their attempt to improve their health 
policies and health systems, including 
reforms in the financing and organization 
of health care. 

Some countries have introduced 
cost recovery measures, whereby patients 
share a part of the cost of health care. 
Others have stimulated community financing 
mechanisms, or introduced health insurance 


systems covering larger populations. In 


many countries, there is an increased 
involvement of private health care providers, 
whether in the form of individual private 
practitioners or large private hospitals. 


Some countries have free health 
services, provided by the government. 
If a government can afford it, and if 
the services are of good quality and are 
accessible to all, there is every reason 
to support this approach. However, such 
a health system often lacks good quality 
services. Also, the accessibility if often 
limited, especially at the grassroot level. 
Such circumstances drive families to seek 
private care if there is a possibility to do so. 
This is of concern, as the poor, who need 
basic health care most, may not be able 
to pay for private care. 


This brings us to the question of 
finding possible alternatives in order to 
make public health care more efficient 
and sustainable. The userfees or health 
insurance may be useful mechanisms 
to improve the quality of government 
health services as the revenue base is 
broadened. But the most 
question is: what does it mean in terms 


important 
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of equity? Do user-fees and health 
insurance mechanisms improve access 


to health services? 


In this connection, | would like to draw 
your attention to the Technical Discussions 
at the VWHO Regional Committee for South- 
East Asia held in Colombo ‘a few weeks 
ago on the subject of ‘Alternative Financing 
of Health Care’. The pros and cons of 
financing 


the various health’ care 


mechanisms were thoroughly discussed. 


The resolution passed at the end of the 
discussions requested countries to take 
appropriate steps for health care financing 
reforms. The Regional Committee also 
recommended that reforms should be 
undertaken within the political and socio- 
economic contexts of each country. Studies 


and meetings, such as yours, were 
recommended to guide the reform processes 
and monitor changes in equity, efficiency, 
quality and sustainability of health care. 
The development of a critical mass of 
human resources in health economics 
was also regarded as_ important. 
The resolution further called upon WHO 
to give support in these endeavours. 
The organization is committed to support 
the development of methodologies 
and processes fo appraise and evaluate 


health financing reforms. 


| hope that the discussions will lead to 


- practical recommendations that will help 


your respective countries fo find a proper 
balance in the sources of financing of 
health care to improve its equity, efficiency 
and sustainability. | 
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Universities and Health Research 


his occasion provides me with an 
opportunity to share my thoughts on 
some of the research priorities for health 
development in which Universities 
have an important role to play. | wish also to 
reflect on some of the prospects and 
challenges to be reckoned with in the evolving 


global environment. 


The Health Scenario 


What is the current and emerging health: 


scenario that provides the context for our 
mission? We are living in an age of transition 
- | might even say one of turbulent transition. 
The "peace dividend" that was expected 
following on the emergence of a so called, 
"unipolar" world has remained elusive. The 
health sector has been undergoing extensive 
pressure responding to changes in wake of 
the political and socio economic restructuring 
taking place globally. Every aspect has been 
affected: planning and management of health 
services, the education and utilization of 
health manpower, and the ful! range of health: 


related research. 


In the area of health services, countries 
have been moving towards greater equity and 
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social justice in order to achieve wider 
coverage of populations living in the social 
and geographical peripheries. The need to 
restrain the escalation of costs of health 
services and balance these against their 
effectiveness has emerged as a major issue. 
"Value for money" is a common refrain all over 
the world. The organization and structure of 
health ‘services have been modified 
accordingly, with tiers of services reaching 
from the community, through intermediate 
levels to major referral and back-up services. 
Other sectors have also moved forward with 
health on a broad front to adapt to the 
changing scenario: the social, economic, 
environmental and applied sciences now 
show an identity of interests, goals and 
strategies for action in areas of social concern 
and national development. 


In health manpower, too, concepts, 
planning, training and utilization have 
changed. The insistence on wider coverage, 
health promotion, disease prevention and 
community participation is leading 
increasingly to the active involvement of 
the community in the health care process. In 
consonance with health services in some 


countries, community-level health workers are 
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trained and supervised by an intermediate 
level of health personnel, who in turn serve 
as a link with the back-up referral and 
consultative services of the health system. 
In these circumstances, the roles of the 
higher better 
professionals have changed considerably, 
particularly with reference to leadership 


level, trained health 


and management capacities. 


There has also been a shift in health 
research. Basic biomedical, behavioural and 
clinical research is registering dramatic 
advances: new discoveries in genetics, 
immunology and cellular functions, new 
techniques for investigating clinical processes, 
and new observations allied to clinical and 
public health settings are expected to bring 
increased benefits. New areas of research 
focusing on health systems and manpower 
are emerging as critical to the development 
and delivery of effective services. Health 
systems research needs to address the 
problems of health needs, coverage of 
populations, utilization, costs, management, 
measures of effectiveness, and its relationship 
with the broader aspects of development. 
These fields of research clearly call for a 
broader range of disciplines and field settings 
than in the past. 


WHO in Research Promotion and 
Development 


Since its inception, the promotion of and 
support to research has been one of the 


constitutional mandates of the World Health 
Organization. Earlier, WWHO's principal role 
in international health research was to 
contribute to the solution of those problems 
that needed a global cooperative endeavour 
and those problems when local effort 


was inadequate. 


It was recognized that WHO would be 
in a unique position to contribute to activities 
such as standardization of research 
nomenclature, techniques and procedures, 
pooling of knowledge through meetings of 
experts, and collaborative research on 
problems of mutual interest. 


Later, research was to be designed to 
support the attainment of the goal of health 
tor all by the year 2000 and to solve 
problems of concern to primary health care 
through interdisciplinary and multi-sectoral 
coordination. The various sector-centered 
development efforts must be coordinated and 
care taken to anticipate both the positive and 
the negative health impact of developments 
in other sectors (e.g. agriculture and industry). 


Specific criteria for promoting research, 
of particular concern to the South-East Asia 
region, have been identified. These stress the 
need for research to relate to the interlinked 
elements of the basic primary health care 
package to improve essential health care: 
adopt or adapt existing technologies and to 
generate new knowledge where necessary, 
in areas of direct primary health care 


relevance; to be concerned with the socio- 
cultural and economic background of health 
problems in order to enhance the 
understanding of these problems by 
planners, health decision-makers, specialists 
and administrators; promote community 
participation to a level that leads to greater 
sel-reliance in health on the part of the 
people; and improve the managerial 
capabilities of all levels and institutions 
of the health system, including the community 
and the family. 


The Role of Universities in Research 
for Health For All 


In the above context, we might begin our 
discussion of the role of universities by noting 
that universities are of different ages, have 
been conceived differently and have different 
functions in society. Both in the developed 
and the developing world, they were 
originally based on the concepts of teaching 
and learning. Research and service were 
added more recently as essential components 
of the university function. While many 
universities have adopted these, there still exist 
many which are yet to embrace this new role. 
The common thread that runs through all of 


them is the unity of purpose in supporting. 


the development of professional manpower, 
advancing the knowledge base through 
basic and applied research and providing 
service through regular interaction with the 
community. The academic and scientific 
community in both the developed and 


developing countries represents an enormous 
asset for health development. Universities 
can play a useful role in bringing decision- 
makers together across disciplines, sectors, 
and national boundaries to focus on these 
problems and to follow with ways to study, 
test, and disseminate ideas. 


You are aware that, as early as 1984, 
the Technical discussions at the 37th World 
Health Assembly were on the "Role of 
Universities. in the Strategies for Health for 
All". The Assembly was convinced that 
universities can respond positively to the 
challenges in achieving the goal of Health 
for All by the Year 2000. It was of the view 
that universities can respond in many ways, 
such as reordering academic priorities to 
accord due recognition to primary health care 
problems; and broadening service and 
research interests to address the health 
concerns of society and of the economy; 
developing broad-based curricula coherently 
related to current problems; and developing 
mutually beneficial academic linkages with 
similar institutions at the national and 
international levels. 


The idea of universities having a special, 
even privileged, place in health research is 
not new. Many of your own universities have 
been pursuing this idea, and WHO's 
programmes themselves involve universities 
extensively. However, universities in many 
countries still appear to be isolated from the 
reality of the societal needs and work in 


compartments. Some try to promote false 
standards of quality such that community- 
oriented teaching and research are seen as 
lowering of standards. | must, in fact, 
congratulate the Network, which has been 
one of the main promoters of community 
orientation and social relevance. 
Your influence has pervaded very widely 


in our Region. 


Different countries will adopt different 
ways to involve the universities in the process 
of planing for health development and 
research. One model, as in a number of 
SouthEast Asian countries, would be to give 
faculties of medicine responsibility for the 
provision of care to geographically defined 
populations for the promotion of teaching and 
research. A further model would be to involve 
universities, or at least the faculty of medicine, 
in health for all so as to make the university 
jointly responsible for the planning, 
implementation and evaluation of the health 
services for the region to which the university 
belongs. This implies, among other things, 
the development of health services research 
in universities, where multiple points of interest 
exist for different disciplines and different 
faculties. A major problem is the need to train 
teachers in the practice of primary and 
community care. This can be done both under 
the schemes already mentioned or under 
some other schemes. 


The reorientation or institution of new 
training programmes to provide team training 


for PHC, be it in schools of medicine or public 
health or other training institutions, must be 
based on appropriate research. While such 
research should direct programmes, it must 
be undertaken in realistic field situations 
based on community needs/demanads, 
including present and prospective roles of 
health personnel. These aspects are of priority 
interest to curriculum planners and health 


decision-makers. 


Universities must help the countries to 
achieve a minimum level of research 
capability, which would help to determine 
health research priorities, to undertake 
research, to adapt and develop methods and 
technologies for the promotion of health and 
the control of diseases. Such research 
capability involves, at the least, the 
development of an adequate research 
infrastructure and milieu, including the 
availability of a "critical mass" of local 
research workers and scientific institutions 
together with adequate funding. 


In order to mobilize the resources of all 
faculties of the university, it will be essential 
to start a dialogue, to create motivated groups 
and to designate within each university a 
focal point to coordinate such activity. Such 
a focal point might well be the department 
or school of social or preventive medicine or 
of public health. It has been recognized 
that health personnel, schools, universities 
and ministries of health tend to operate in 
isolation. Even within the university, individual 


faculties often have little planning or research 
relationships with each other. One of 
the first priorities therefore, is to build 
mechanisms for efficient and effective 
interaction between select universities 
and the ministry of health. 


How can universities establish functional 
linkages with health care agencies and 
institutes so that they do not get isolated from 
real lite? How can they become the main 
resource to governments in the development 
and analysis of health policies? How 
can these universities play effective 
consultancy and advisory roles? How can 
they develop their research agendas 
to address the major health problems in 
fastchanging life settings? How can they 
jointly develop and undertake innovative 
and technically sound research proposals 
to address such problems? How can 


they strengthen the technical foundation of 
knowledge on health with epidemiology as 
the core and behavioural sciences as the key 
element? You will need to address some 
of these questions in defining a research 
agenda for the Universities. 


Conclusion 


In our efforts to mobilize the universities 
to take an active part in research for health 
development, let us borrow from each other, 
learn from one another and move into the 
world of real action. Universities must provide 
the leadership, know- how (and know what) 
and continue to be in the vanguard of change 
in health development. | have no doubt that 
the Network will continue its exemplary role 
to further augment the progress we are making 
and that this conference will be a significant 
landmark in this journey. 
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Essential Health Care 


he present and future health situation 

in the South-East Asia Region is 

determined by a very complex interplay 
of many variables. These include the 
demographic patterns, economic situation, 
social and environmental factor and health 
policies. This dynamicity has prompted many 
specialists to envision a new paradigm or 
model for health development in South-East 
Asia. We to be 


alert and vigilant to anticipate and make 


need constantly 


early responses. 


The role of the State must change in the 
emerging scenario of private sector 
expansion. While the State could identify an 
essential health services package and ensure 
that this is available to all, the private sector 
may be allowed, and even encouraged, to 
play an increasing role in the delivery of non- 
essential health care such as super-specialty/ 
expensive diagnostic services, etc., 
in addition to basic care to those who 
can attord it. 


Rapid technological changes continues to 
revolutionize the world and the member in 
which human beings live and work. Although 
SEARO is not yet a leading developer of 


technology, advances in technology will 
continue to be an important factors for 
socioeconomic transformation in our Region. 


Technological innovations however, have 
not benefited all people equally. Many 
people do not gain from available health 
technologies because of lack of accessibility 
and cost implications. 


The economic, political and social systems 
emerging in our countries, and the underlying 
values rooted in the market model, have 
contributed to a weakening of human 
relationships based on sharing and caring, 
and the institutions which preserved the family 
unit in the past. The pursuit of material well- 
being has eroded value systems and 
beliefs which respected spiritual well-being 
and is increasingly contributing to the rise 
in societal problems. 


In SEAR countries, health status and 
disease patterns have been evolving as a 
consequence of environmental as well as 
social and demographic changes. In many 
cases, economic development has adversely 
attected environment. Urbanization outstrips 
the carrying capacity of the infrastructure and 
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it is always the vulnerable groups, such as 
women and children, that are worst affected. 


The overall concern of health authorities 
must be to deliver services as efficiently and 
effectively as possible. This should be 
comprehensive infrastructure covering. the 
needs of communities at the periphery, with 
sustainable support from the intermediate and 
central levels. 


Since the volume of resources is unlikely 
to expand, it is vital to use available resources 
efficiently. Care should be taken to wastage, 
duplication of effort and the inappropriate 
use of expensive technology. In this context, 
for health 
development has assumed major importance. 


the managerial process 


WHO coordinates international health 
work and collaborates with Member 
States in improving and achieving greater 
equity in health. 


The health development problems to 
which countries will give priority in the light 
of their specific situations, have four 
interrelated policy orientations. These are: 


and human 


health 


development in public policies; 


a. Integrating 


b. Ensuring equitable access to health 


Services; 


c. Promoting and protecting health; and’ 


d. Preventing and controlling specific 
health problems. 


The time has now come to review the ‘core 
set’, of essential health care that is easily 
accessible and affordable by the community. 
It is not the number of PHC elements that 
matter, VWVhat is of concern is the quality of 
care. Each country may need to look into the 
basic components of health care at the first 
level of contact based upon the existing health 
problems and health infrastructure. This could 
be achieved through various stages within a 
planned package and time framework. 


Ever since Alma-Ata, the main trust of most 
countries has been on the expansion and 
extension of health care coverage. 
Strengthening of the comprehensive district 
health systems based on primary health care 
has been undertaken to identify segments of 
populations, who for social, geographic or 
financial reasons, cannot have adequate 
access to health care. Here the key issues 
include planning to meet the changing needs 
in the delivery of health care, adapting the 
training of health workers to meet these needs, 
and modifying the existing patterns of health 
personnel management to make a more 
effective utilization of resources. The results 
have been encouraging. 


.In spite of these efforts, many problems 
persist. These include the relevance of training 
and educational programmes, particularly of 
professional categories, excess of certain 


categories of health personnel leading 
to undesirable consequences, unbalanced 
mix of human resources, and unresolved 
issues of organizational structure and 
its related in-built managerial issues. 

The strengthening 


community action for health have evolved 


strategies for 


from the experiences of Member Countries. 
These are: (a) strong and continued political 
commitment, {b) empowering the community 
for action through decentralization 
and devolution of power, (c) strengthening 
health within the district 
health system and (d) linking with other 


action for 
development sectors. 


Investing in women's health is now being 
recognized as an essential component 
of social and economic growth. Investments 
in women’ health can redress gender 
disparities, increase productivity, make 
a positive impact on a mother's and her 
offspring's health and make reproductive 
health interventions costeffective. 


Health promotion, has over the past 
decade emerged as an important 
new approach to improving health. It 
enables people to take over control and 
responsibility for health as an important 
component of everyday life. Health 
promotion implies action on the part of the 
people for which a healthy public policy 
is fundamental. It places health on the 
agenda of policymakers not only in the 


health sectors; but in all other sectors and 
at all levels to ensure adequate investment 
in health. 


One of the main thrusts of WHO's 
activities is on promoting Technical 
Cooperation among Developing Countries 
(TCDC). The aim is twofold: technical support 
tor countries to undertake joint action among 
themselves, and coordination of such 


joint activities. 


One of the fundamental requirements for 
TCDC is political and economic alignment 
of countries, and here the roles played 
by the regional groupings is illuminative. 
WHO works closely with the Association of 
SouthEast Asian Nations (ASEAN) and the 
South Asian Association for Regional 


Cooperation (SAARC). 


The goal of Health for All by the year 
2000 is less than six years away. The time is 
short and the tasks ahead are tremendous. 
The challenge now is to effectively tackle 
issues and reduce the present unacceptable 
inequities in health. For South-East Asia, it 
calls for a cooperative effort, an unqualified 
commitment, involvement, and, above all. 
sustained and devoted action. 


Inspite of the multiplicity of problems that 
we in South-East Asia face in health 
development, | wish to conclude on a note 
of optimism. The increasing awareness 
and commitment of the governments to the 


urgency of improving their health systems 
and health strategies as an integral, 
inseparable part of overall development 
makes us in WHO confident that they 
will continue to display the wisdom, energy 
and adaptability that they have shown 
in the past and succeed in achieving 
their goals. WHO will continue to 
help in all these initiatives by advocating 


health measures, facilitating the exchange 
of information and by cooperating 
in managerial, educational and scientific 
efforts. We will do this within the 
framework of a changing health 
that 
investment in the health of individuals 


scenario with the conviction 


is an investment in the totality of 
human development. 
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Renewal of HFA Strategy 


he goal of Health for All by the year 
2000, as set by all of us in 1977, 
has provided an_ inspirational 
target for WHO as a whole and for 


individual countries. 


Since the International Conference on 
Primary Health Care, held at Alma-Ata in 
1978, the call for health for all has made an 
important contribution to health achievements 
around the world; increased life expectancy, 
decreased infant mortality and improved 
access to basic health services. Through the 
association with the year 2000, "health for 
all" has served as an aspirational goal for all 
countries. However, as the target date 
approaches, we can see the limitation and 
realize that the goal is not universally 
attainable. To cite just a few challenges: in 
the majority of SEAR countries, the average 
lite expectancy at birth is still less than 65 
years; some 235 thousand women still die 
every year during pregnancy and childbirth; 
and the infant mortality rate is still more than 
50 per 1000 live births in most countries of 
the Region. 


"Health for all" will not be achieved until 
these gaps are filled. Thus the efforts of all 


Member Stdtes to achieve the highest 
possible level of health for their entire 
populations should be redoubled. With new 
political, economic, social, cultural and 
environmental equilibriums appearing in the 
world, it is time to reinvigorate the healthtor- 
all strategy and to update plans of action in 
Member States. 


The third evaluation of the implementation 
of HFA strategies provides a good opportunity 
for countries to take stock of their current 
situation and to plan for the future. The 
common framework for the third evaluation 
prepared by WHO is intended to guide and 
facilitate the work of the national officers 
responsible for the evaluation of the national 
HFA strategy. It should also help them to 
obtain a comprehensive overview of the 
health situation in their respective countries. 
The results of the third evaluation should 
support Member States in improving their 
own health services and should form the basis 
for renewing the healthforall strategy. 


The policy basis of health for all is 
enshrined in WHO's Constitution, which 
defines the objective of the Organization as 
‘the attainment by all peoples of the highest 
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possible level of health". The goal of health 
for all by the year 2000 embodies that 
objective. It emphasizes "highest possible", 
so that different countries will strive to improve 
the health of their people in keeping with 
their social and economic capacities. Health 
for all is therefore not a single, finite target; it 
is process leading to progressive improvement 
in the health of people. 


While commitment to the aims of health 
for all has remained firm and Member States 
have adopted the primary health care 
approach for the development of their health 
care systems, the implementation of strategies 
to achieve those aims, has, in many cases, 
slowed down. This has been the result not 
only of economic factors but also of the rigidity 
of health systems. Weak infrastructures, the 
constrains in achieving real participation by 
all related sectors, and the inadequacy of 
efforts to promote health and prevent specific 
health problems are also contributory factors. 


To translate "health for all" from a concept 
to a realizable goal, countries should redefine 
national and local approaches in terms of 
reducing inequities in health status, increasing 
access to primary health care and avoiding 
major health risks. Providing for demographic, 
political, economic, environmental and social 
influences on 
health in an effective manner requires an 
intersectoral approach in the context of human 
development. While intersectorality has 
always been a basic component of health 


for all and the primary health care approach, 


progress in achieving intersectoral 


collaboration has been slow. 


Countries should define and quantify the 
factors that determine the sustainability of 
progress towards health for all, particularly 
the financial affordability of their policies and 
their requirements in human resources. This 
implies devoting resources to local 
priorities and selecting the most effective 
measures for long-term development 
rather than shorHterm results; it also implies 
accountability of all those involved, measured 
by regular evaluation. 


Recognizing that achieving "health for all" 
is a task for society as a whole, national 
policies and implementation strategies should 
provide for maximum community participation, 
beginning with national, political, social and 
financial commitment. Clear policy and 
administrative guidelines must provide for the 
involvement of all concerned, including those 
at the periphery. 7 


Health for all means "health by all" in a 
strong spirit of solidarity and partnership for 
policy development and implementation. 


‘National political leaders at the highest levels 


must attend not only to the needs of their own 
populations but also, in a spirit of international 
solidarity, to the challenges to health for all 
which transcend national boundaries. Urgent 
attention is needed to further enhance 
women's status, providing them with basic 


knowledge and skills and access to services, 
and bringing them into the mainstream of 


development as equal partners. 


The new policy for equity, solidarity and 
health should follow fundamental orientation, 
reaffirming health for all and emphasizing 


that health is a fundamental human right and 
a worldwide social goal. Yet, the new policy 
approach, based on the results of 20 years 
of implementation of the strategy, should 
concentrate on furthering health for all, taking 
into account the new problems and 
weaknesses that have been identified. 
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HEALTH SERVICES DEVELOPMENT 


Nursing Services and Education 


e are all aware that nursing 

and midwifery personnel 

have been recognized 
worldwide as constituting a significant force 
in support of national strategies for Health 
for All. In the South-East Asia Region, large 
segments of our rural and urban populations 
rely on nurses and midwives for health care 
in communities, hospitals and other settings. 
Since they are the key members of the health 
team, nurses and midwives must be 
appropriately trained in order to ensure 
quality health care. In view of the rapidly 
changing health needs and the increasing 
complexity of health care services, 
it is imperative that nursing and midwifery 
personnel are prepared to adapt their 
practice in response to the challenges ahead. 


Considerable progress has been made 
in nursing and midwitery development over 
the past several decades, especially in the 
area of education. Countries have either 
developed new, or strengthened and 
reoriented the existing nursing educational 
programmes in order to ensure that the 
graduates have the essential competence to 
make effective contributions in improving 
people's health and quality of life. As a result, 


nursing education has made rapid qualitative 


advances. However, the expected 
comparable improvements in the quality 
of nursing services have not taken 


place as rapidly. 


The gap between nursing practice and 
education has its historical roots in the 
separation of nursing schools from the control 
of hospitals to which they were attached. At 
the time when schools of nursing were 
operated by hospitals, it was the students 
who largely staffed the wards and learned 
the practice of nursing under the guidance 
of the nursing staff. However, under the then 
prevailing circumstances, service needs often 
took precedence over students’ learning 
needs. The creation of separate institutions 
for nursing education with independent 
administrative structures, budget and staff was 
therefore considered necessary in order to 
provide an effective educational environment 
towards enhancing students’ learning 
experiences and laying the foundation for 
further educational development. 


While this separation has been beneficial 
in advancing nursing education, it has also 


had adverse effects. Under the divided 
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system, the nurse educators are no longer the 
practising nurses in the wards. As a result, 
they are no longer directly involved in the 
delivery of nursing services nor are they 
responsible for the quality of care provided 
in the clinical settings used for students’ 
learning. The practising nurses have little 
opportunity to share their practical knowledge 
with students and no longer share the 
responsibility for ensuring the relevance of 
the training that the students receive. As the 
gap between education and practice has 
widened, there are now significant 
differences between what is taught in the 
classroom and what is practised in the 
service settings. 


With a view to addressing this situation, 
the Regional Office convened an intercountry 
consultation on “Reorientation of Nursing 
Services in Support of Health for All”, in 
December 1992, in Kathmandu, Nepal. The 
overall objective of this meeting was for 
nursing and health experts to identify new 
and better approaches to the reorientation 
of nursing services as also to identity ways 
to harmonize the developments in nursing 
education and services. The ultimate goal of 
this initiative was to not only improve the 
quality of care provided by nurses but also 
to improve the relevance of their education. 


The experts at this meeting reviewed the 
various approaches that had been developed 
for promoting collaboration, and bridging the 
gap between education and practice. The 
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conclusion that emerged from the discussion 
was that there were very few effective models 
of collaboration between nursing education 
and services in our Region. Neither were 
there any clear-cut guidelines on how to 
initiate such collaboration, nor on how to 
bring about the organizational, professional 
and attitudinal changes that were required 
tor effective collaboration to take place. 


The participants strongly endorsed the 
need for greater collaboration between 
nursing education and services and 
recommended specific follow-up actions to 
be taken by Member States and WHO. 
They recommended, in particular, that 
WHO should promote and support 
the implementation of selected models 
of collaboration and organize a follow- 
up meeting on the outcomes thereof, 
and should also propose strategies for 
further development. 


Over the past three years, WHO has 
been assisting several countries with follow- 
up activities. These have included a 
multicentre study on the process and outcome 
of collaboration between nursing education 
and services in India, Myanmar and 
Thailand; implementation of a continuing 
education approach in Nepal, and 
development of nursing demonstration units 
in some of the other countries. The outcomes 
of these initiatives have been very 
encouraging. For example, the study in India 
demonstrated that the collaborative activities 


led to significant improvements in the quality 
of nursing care as well as in patient and family 
satistaction. The Myanmar study concluded 
that collaboration must involve an equal 
partnership between the nursing service and 
nursing education personnel whereby the 
needs of both partners are fulfilled. Shared 
values, mutual interests and effective 
communication were found to be the key 
elements of collaborative relationships. 


It is now incumbent on the participants of 
this Consultation to critically review the 
outcome of the multicentre study in the context 
of country experiences so as to identify the 
major issues, the factors critical to success 
and the key strategies for bringing about 


effective collaboration. Your inputs will be 
instrumental for the development of practical 
guidelines which will enable other institutions 
and service settings to initiate and sustain 
collaboration between nursing education and 
services. Itis clear that such partnerships must 
be fostered in order to ensure that what is 
taught to students is relevant to nursing 
practice and the health care needs, 
and that nursing services are improved so 
that the best possible quality of care is 
provided. Please keep in mind that the 
strategies you recommend are realistic and 
implementable in the regional context so 
that we can achieve the desired goal 
of enhancing the nursing/midwifery 
contribution towards health for all. 


ee 
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Role of Faculties of Public Health 


in Health Development 


et me, first of all, make a quick survey 

of the health scenario around us and 

how we have arrived at where we are 
now. The United Nations first development 
decade from 1960 to 1970 witnessed many 
activities in most countries to attain economic 
growth by the most direct and rapid means, 
with social development occupying only a 
secondary position in development. The thrust 
was on rapid industrialization around cities 
to increase the gross national product, in the 
hope that the benefits would spill over to the 
rural areas. In spite of these efforts, however, 
the gap between the rich and the poor 
countries remained as wide as before, as 
did the gap between the rich and the poor 
people within countries. 


Thus the 1970s saw a change in 
approach - one giving due importance to 
social development as well. These changes 
included a shift in development strategies from 
pure economic growth to concern for the 
development of human resources and a more 
equitable distribution of income. Health 
development figured prominently as a major 
factor contributing to improved economic 
status of the poor, and a higher quality of life 
of the people. And, in the field of science 
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and technology, the appropriateness 
of technology became a matter of 


universal discussion. 


The Health for All (HFA) movement 
launched at the 30th World Health Assembly 
in 1977 was based on the recognition of 
the link between health and development. 
HFA acclaimed the universal attainment by 
the year 2000 of a level of health that permits 
all people to lead socially and economically 
productive lives as a primary goal for alll 
societies. As you know well by now, this long 
term objective of health for all became the 
impetus for action to resolve the intolerable 
inequities that existed in the access to health 
care and distribution of health resources 
in the world. 


In the area of health services, countries 
have been moving towards greater equity 
and social justice in order to achieve wider 
coverage of populations living in social and 
geographical peripheries. The need to 
restrain the escalation of the cost of health 
services and balance it against their 
elfectiveness have emerged as major issues. 
Value for money is a common concern all 
over the world, and the right to health of all 
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families and communities 
has to be protected. In this respect, we have 


individuals, 
seen major improvements in all countries. 


However, the need to protect these rights 
and ensure adherence to the responsibilities 
entailed in HFA are more relevant today 
than ever before. This recognition is well 
reflected in the emerging concepts of “health 
security” and “health accountability”. 


The concept of health security is 
founded on equity. It is based on the 
principle that all human beings may live 
free from the risk of preventable illness 
and injury and have equal access to quality 
health care that is both affordable and 
relevant. Health security means more than a 
system of schemes to guarantee access to 
health care. It includes the right to food in 
sufficient quantity and quality, to information 
needed for self reliance, and to a working 
and living environment where known health 
risks are controlled. This calls for various forms 
of social and economic support, better 
knowledge and awareness and intersectoral 
collaboration as an essential element in 
health development. 


Health accountability begins with 
the obligation of the State and the 
responsibility of health professionals to 
provide health service to all. It also includes 
the States acceptance of responsibility for 
the impact development and other policies 


make on health. 


WHO has endorsed these two concepts, 
and our policies and programmes have been 
oriented to ensure that all peoples, irrespective 
of their station in life and the circumstance, 
enjoy health security, and that the State 
displays and carries out its obligations in 
providing health service to alll. 


Current Priority Issues for 
Governments in Health Development 


What is the current and emerging health 
scenario in South East Asia that provides the 
context for our mission? What are the health 
concerns that need to be addressed by 
governments? The health sector has been 
under tremendous pressure in responding to 
changes in the political and socio economic 
restructuring that is going on globally. Every 
aspect has been affected: planning 
and management of health services, 
education and utilization of health manpower, 
health related research, etc. 


The health situation in the South East 
Asia Region is characterized by a slow 
decline in crude death rates and infant 
and under five mortality rates as well as a 
gradual increase in life expectancy. 
Thailand, of course, has been, as compared 
to other countries, doing remarkably well 
in respect of all parameters of health 
development. The infant mortality rate, 
which is an important indicator of the 
standard of life, and which also reflects 
the educational level and effectiveness 
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of the health care system, has declined 
during the last decade in most countries 
of the Region. But it still remains high 
(i.e. 60-100 per 1000 live births) in 


some countries. 


Thailand, like a few other countries in the 
Region, has achieved a high life expectancy 
through the 


epidemiological transition, where the infective 


and is now. passing 
component of the disease burden is being 
replaced and overtaken by the non 
infective, chronic component. However the 
HIV/AIDS epidemic and some other new 
and emerging diseases will continue to 
pose serious problems. 


Before | share with you what we in WHO 
perceive should be the priorities and 
strategies for universities in general and 
faculties of public health in particular, | wish 
to emphasize some of the critical issues which 
have a direct bearing on health as a whole. 
Health developmentalists like you have to be 
mindtul of the implications of these issues. 


Poverty, Unemployment and 
Social Disintegration 


One of the most serious consequences 
of poverty is ill health. 
main determinant of short life span, disease, 
disability, and malnutrition. It is the basic 
reason why babies are not vaccinated, 
why clean water and sanitation are 
not provided, why mothers die at childbirth 


Poverty is the 


and why life saving drugs are not 
available in many countries. Poverty is 
the single largest contributor to mental 
illness, suicide, substance abuse and 


family and social disintegration. 
Environmental Sustainability 


As the 1982 UN Conference on 
Environment and Development emphasized, 
ecologically irresponsible and unsustainable 
development will have significant adverse 
effects on human health. The effects on 
global climate change, ecotoxicity and 
depletion of both renewable and non 
renewable resources threaten the health 
of all of us, especially of the poorest 
populations whose habitats are most 
vulnerable. What is needed is a system 
of economic development that avoids 
harming the health of our ecosystem 
and the global lite support system. 


The Public/Private Mix and 
Privatisation of Health Care 


Most countries in our Region, including 
Thailand, are in the process of restructuring 
their economies to adjust to the global 
market. Privatisation of state activities 
and public enterprise has been a major 
outcome of this development. There are 
many advantages in allowing the interplay 
of market forces in development. We also 
know well that the uncontrolled use of 
market driven policies can have a negative 


impact, particularly in the social sector and 
in ensuring equity. Economic growth has to 
go hand in hand with improvements 
in the fields of health and education. 
The issue of what constitutes a balanced 
mix of public and private health care needs 
to be resolved at the national level, based 
on the local situation and the specific 
circumstances in each case. 


Women's Health and Development 


Investment in women's health is now 
being recognized as an essential component 
of social and economic growth. Investment 
in women's health can be argued on 
several grounds. First, equity and human 
rights, which emphasize removing gender 
disparities; second, the multiple benefits 
of women's improved health, which 
emphasizes increased productivity and 
the impact of a mother's health on her 
offsprings and third, the cost effectiveness 
of reproductive health interventions 
compared to other health interventions. 
An increasingly compelling argument is 
that policy 
complemented by a more participatory 
approach which involves women in 
decision making and implementation. 
This was the important message of 
the Population Conference in Cairo and 
the Womens Conference in Beijing - that 
for population stabilization and overall 
development, more emphasis must be given 
fo women's health and empowerment. 


commitment must be 


Development of Human Resources for 
Health and Research 


In the context of human resources 
for health, the concepts of planning, 
training and utilization have all changed. 
The insistence on wider coverage, health 
promotion, disease prevention and 
community participation is leading to active 
involvement of the community in the 
health care process. In consonance with 
health services in some countries, community 
level health workers are trained 
and supervized by an intermediate level 
of health personnel, who, in turn, serve 
as a link with the back up referral 
and consultative services of the health 
system. In these circumstances, the roles 
of the higher level, better trained 
health protessionals change considerably, 
leadership 


particularly to include 


and management capacities. 


WHO has developed the concept of 
Co-ordinated Health and Human Resources 
Development (COHHRD) which in the 
simplest term, implies that the three 
human resources development functions - 
policy and planning, production and 
management - are carried out in close 
coordination with the health system as 
it moves towards health for all. Faculties 
of public health, such as yours, should 
not merely follow the human resources 
plans that have been developed, but 
should actively provide the expertise. 
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and the know how to ministries of health to 
actually formulate appropriate HRH plans. 


Relationship Between Public Health 
and Curative Medicine 


First of all, it will be useful for us to recall 
that curative medicine, which seems to 
dominate any discussion of health care today, 
is only a part of health and not the whole of 
it. So is public health, with all that goes 
with it - environment and sanitation, hygiene, 
prevention, nutrition, genetics, and behaviour. 
Neither of them, nor their sub specialities, 
can stand alone. Only when they join and 
work in harmony can we ever hope to bring 
the much desired preventive, promotive, 
curative and rehabilitative care to the people. 
Curative or clinical medicine often finds itself 
comfortable to live with its historical mysticism 
just as in the days of yore. Public health, for 
its part, chooses to do likewise, magnifying 
itself and making it a separate speciality. In 
many countries, public health is still divorced 
from clinical medicine and vice versa - and 
such divorce cannot be justified or accepted 
on any reasonable grounds. 


If one surveys the trend of health care 
delivery during the last century and a half, 
one can discern how health came to be 
divorced from clinical medicine from the days 
of Edwin Chadwick in the mid nineteenth 
century. The two disciplines have gone their 
separate ways since then, with separate 
training of physicians for curative practice 
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on the one hand and for public health practice 
on the other. | have always maintained that 
medicine includes the whole enterprise - 
sanitation, genetics, behaviour, nutrition, 
hygiene and therapeutics - all in relationship 
to man and his physical, biological, social, 
economic and political environment. Each 
branch of medicine has its distinct role to 
play, but is only a part and not the whole; 
all of them together make the whole. 
Often we tend to close our eyes to 
these realities. 


There is yet another negative side effect 
of this artificial division. This relates to the 
recognition and respect accorded to public 
health specialists. When they work in 
isolation, in their own domain, without any 
linkages to clinical medicine, they find it 
difficult to command the same respect of the 
community as do their brothers and sisters in 
the clinical disciplines. Economically, too, 
there are serious disadvantages. All of this 
has implications for the choice of public health 
careers by young students, and the degree 
to which public health specialists can 
influence health policy and individual and 
community behaviour. 


In the South East Asia Region only 
Indonesia and Thailand have full fledged 
faculties of public health. All other countries 
have higher education in public health 
located within the faculties of medicine, 
usually in the departments of community 
medicine or preventive and social medicine 


as they are usually known. Even the latter 
situation has not brought forth to the 
desired level the harmony and synthesis 
that we are talking about. This dichotomy 
in curative medicine and public health 
is thus reflected in the various training 
programmes for physicians and other 
professionals for the two distinct branches 
of medicine as well as in the organizational 
arrangements for curative medicine 


and public health. 


We need to do something about it 
urgently. Just as preventive health personnel 
require an academic clinical background, 
so do curative personnel who need a 
community and epidemiological approach 
to enable them to perform health care 
functions along with clinical practice. When 
we look back to the mid nineteenth 
century, we can recognize that those who 
laid the 
public health were physicians or surgeons 
1: Southwood Smith, Neil Arnot, 
John Simon, William Duncan and Burdon 


scientific foundations of 


Sanderson, to name a few. In their times, 
public health did not exist as a field 
of study; their own research conscience 
and efforts created it. Similarly, those who 
held the front line in social medicine 
in the mid twentieth century were clinicians: 
like Sir John Rhyle of Oxford, Rene Sand 
of France and lago Gladston of New York. 
They came to observe clinical medicine 
vis a vis public health and sought to 
extend the conceptual horizons in the form 


of social medicine. HFA and PHC are 
the ideal opportunities to arrest this 
divergence and to bring back the relevance 
and integration of health care. 


The Role of Universities in 
Health for All 


Let me now address the other main theme 
of my presentation today. The 37th World 
Health Assembly in 1984 had, as the subject 
for Technical Discussion, the “Role of 
Universities in the Strategies for Health for 
All”. The Health Assembly recognized that 
the academic and scientific community 
represented an enormous potential asset 
- if only ways could be found to mobilize 
that community to optimize the use of 
opportunities that existed. Universities 
can, therefore, play a useful role in 
bringing decision makers across disciplines, 
sectors and national boundaries together 
to focus on these problems and to follow 
with ways to study, test and disseminate 
ideas. Universities can also explore ways in 
which 


and scientific community to exercise 


to encourage the academic 
leadership in mobilizing advanced nations 
towards helping find solutions to problems 
of human development particularly in less 
developed countries. 


The Health Assembly was convinced that 
universities could respond positively to the 
challenges presented by the Strategies for 
Health for All by the Year 2000 and its 
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corollary, primary health care. The Health 
Assembly took the view that Universities could 


respond in many ways, such as: 


Reordering academic priorities to accord 


due to. primary health 


recognition 
care proolems; 


Developing broad based curricula 
coherently related to current problems; 


Developing mutually beneficial academic 
linkages with similar institutions at the national 
and international levels, and, 


Broadening service and research interests 
to address the health concerns of society and 
of the economy. 


Education and Training Needs for HFA 


The central challenge to education in 
relation to health for all is to identify the 
relevant competencies and appropriate 
attitudes required by health personnel to 
function effectively in low cost, wide coverage 
health care programmes. These become the 
guidelines for formulating, and, later for 
evaluating educational programmes. 


Most countries are now applying 
systematic planning and management 
processes in health development. WHO 
pioneered the methodology for develop: nent 
and provided the necessary technical 
co-operation to adapt and apply this 


methodology. Beginning with the project 
system analysis and management in the 
1960s and country health programming 
in the 1970s, health planning evolved into a 
somewhat broader and policy based 
description of managerial process for 
national health development during 
the 1980s. Some countries have developed 
prospective long term plans for up to 
25 years. The planning scope seems 
to have enlarged, but simultaneously, 
the interactions between economic, 
environmental and other factors have queried 
the process with new challenges as well as 
new opportunities. . Statt development and 
decision linked health systems research 
have become crucial to the strengthening 
of national health programmes. 


Health economics is a case in point where 
national expertise is urgently needed to be 
strengthened. It is interesting to note how 
health economics has gained @ central place 
in the planning and management of health 
care in the last 25 years. Alternative ways of 
health care financing is a subject of utmost 
concern to all countries, be they developing 
or developed, and various such models have 
been designed and are being experimented 
with. It has therefore become necessary that 
health professionals, particularly those at the 
decision making level and those involved in 
planning and management of health services, 
need to be conversant with the basics of 
health economics so that the efficiency of 
our health care systems can be augmented. 


In order to answer policy questions, there is 
a need for training sufficient number 
of health economists with an understanding 
of major health issues. 


The training of health teams critically 
required for HFA cannot begin without 
training of sufficient number of teachers. 
Fundamental here is the recognition of 
the fact that the role of the teacher is not so 
much as a fountain of knowledge, but, more 
importantly, of a facilitator of learning. 
Besides, the teacher needs to recognize 
that his role and that of his institution is 
to educate health teams for health systems. 


In this regard most of the schools of 
public health, while focusing on training 
in public health, rarely participate 
in the preparation of the basic doctor. 
| strongly believe that schools of public 
health, as leaders in health care and not 
merely in public health, should play an 
active role in reorientation of medical 
education by technical inputs in the 
preparation of undergraduate medical 
curriculum and teacher training and not 
be confined to public health. Therefore, 
my advice to you would be to seek out 
and participate in the training of health 
professionals at several complementary 
and inter connected levels - within the basic 
medical and nursing curriculum, cs in service 
training for heclth workers involved in 
part time public health activities, at the 
masters level in public health, and also 


level for teachers 
and researchers in public health. It should 


at the doctorate 


also find a place as part of continuing 
education programmes. 


Research Needs for HFA 


The reorientation or institution of new 
training programmes to provide training in 
public health must be based on appropriate 
research. VVhile such research should direct 
programmes, research itself must be carried 
out in realistic field situations drawn from an 
understanding of the needs and demands of 
the community, includirg present and 
prospective roles of health personnel, and 
which are of priority interest to curriculum 
planners and health decision makers. 


Health systems research is one of the 
decisive factors for the attainment of the goal 
of Health for All by the Year 2000 (HFA/ 
2000). The Advisory Committee for Health 
Research of the WHO South East Asia Region 
developed a comprehensive research 
agenda for Health for All in the early 1980s. 
It stre.sed that all countries, whether 
developed or developing, rich or poor, 
needed research for development. Even in 
times of economic difficulties, as currently 
being experienced in many developing 
countries, ways of using existing resources 
more effectively are essential to increase 
national capabilities for solving priority health 
problems and for promoting scientific 


approaches to PHC. 


Linkages, Networks and Consortia 


One of the objectives in public health for 
the South East Asia Region is to develop 
linkages to foster collaboration in human 
resources development and research as an 
effective mode of institutional capability 
strengthening. Linkages could bring together 
academic and research institutions in 
developed and developing countries, or 
institutions in developing countries who have 
comrnon interests but are at varying levels of 
infrastructural development. A good example 
is the Liverpool School of Tropical Medicine 
and your own university here. A network of 
institutions, with common academic and 
research interests, is also valuable for sharing 
of, and benefiting from, experiences among 
participating countries. The Asia Pacific 
Academic Consortium of Public Health is 
another example of productive collaboration 
between institutions from developed and 
developing countries in different areas of 
public health and in human resources 
development and research. 


Twinning of institutions is another way of 
facilitating international co-operation in the 
health sector. Projects such as the International 
Clinical Epidemiology Network (INCLEN} 
and some other WHO supported projects in 
schools in Indonesia and Thailand have 
demonstrated that a crucial element in 
achieving change has been the establishment 
of institution to institution linkages involving 
recognized international schools. 


Universities such as yours, as centres of 
excellence and seats of academics, must take 
the lead role in international collaboration to 
make it effective and successful. The main 
function of universities, of course, should be 
to act as centres of technical expertise, as 
advisers or consultants, for giving necessary 
training to all types of health workers, 
covering such specialities as planning, 
management, health economics, manpower 
development, clinical or public health. The 
future need for research, particularly health 
services research, in developing countries is 
great, and for this, too, institutional 
strengthening in needy countries should be a 
priority activity to be undertaken as partners. 
By virtue of their tradition and status and 
reputation, it is likely that international 
resources - financial or otherwise - can be 
attracted more successfully by universities for 
international collaborative programmes. 


| know that you have many precedents 
where your faculty has contributed at the 
highest policy making level in Thailand. My 
plea to you is to enlarge this role nationally 
and also prepare to assume a wider 
responsibility so that we in WHO can draw 
from your expertise to support similar 
initiatives in the Region. This means that you 
must help to generate a regional network 
among schools of public health to have 
regular interaction through exchange of staff, 
information, and collaborative research so 
that a rich diversity of ideas can evolve out 
of this cross fertilization. 


Improving WHO's Own Response 


Now you will probably ask me, what 
WHO itself is doing to improve the way 
of working with institutions and countries 
such as yours in health development. 
We in WHO consider ourselves also as 
a technical agency devoted to public 
health. Therefore we are ourselves constantly 
looking at ways of how to play our 
own role better. Questions are sometimes 
being asked about the efficiency and 
effectiveness of WHO's activities and its use 
of resources. WHO always has to face 
up to this scrutiny, improve its openness 
and accountability to Member States. 
There are two contexts in which to monitor 
and evaluate WHO's work: first is the 
world health situation, and the second is 
WHO's own work. Monitoring is done every 
three years and evaluation every six years of 
the implementation of the HFA Global 
Strategy. VWWHO plans to make better use of 
its network of collaborating centres and 
other national centres of excellence having 
the necessary expertise to undertake research 
and to rapidly apply research findings at 
the country level. Overarching all of these 
reforms and improvements is the fact that 
WHO is acknowledged to have a unique 
access to international technical expertise. 
We will strengthen our practices for 
technical consultation between WHO 
and institutions such as yours and hope 
you will participate fully and share your 
expertise with us to fulfil our mission. 


Conclusion 


The world today will not permit us to 
isolate ourselves in a Utopia that we may 
wish to create for ourselves. Nor will our 
social institutions allow us to reject our 
heritage and traditions and to wish to belong 
to. an alien world. Yet knowledge should know 
no boundary and, therefore, the challenge 
we have to meet is to strike the correct 
balance in our need to work with each other 
and to promote international understanding 
to enhance technical collaboration among 
our countries. In this endeavour universities 
such as yours can contribute immensely so 
that the changing social responsibility of 
health professionals in the context of total 
health development could: receive full meaning 
and expression. 


In summary, | can cite at least four major 
challenges that face schools of public health 
in our Region today. The first, of course, is 
how these schools can train health personnel 
who have a more holistic approach to health 
care and development. 


The second challenge is, how best can 
the team approach to health care and health 
development be promoted. Traditionally, 
human resources have been hierarchically 
organized and functioning in compartments. 
This needs to be recognized as a barrier 
before team training can become a reality. 
Among other things, this requires a change 
of attitudes and a reorientation of the staff, 
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the students and the policy makers of 
health personnel training institutions. 
Although the need and the desirability 
of team training is widely spoken of, 
its translation into meaningful practice 


has been very difficult. 


The third challenge is, how faculties of 
public health such as yours, which are 
held in high esteem by the respective 
governments and have the necessary 
expertise, can contribute more actively to 
policy development, and programme 
evaluation. How can you, being sensitive 
to intersectoral action for health, actually 
prepare and collaborate with other 
sectors meaningfully? 


The fourth challenge has been made 
imperative by the macroeconomic 
development model that we have begun to 
adopt. That is for faculties of public health to 
join hands with the private sector and business 
and industry to harness their resources and 


expertise in health development. You need to 


show the way by testing out the best possible 
partnerships and models of collaboration. 


Dear friends, in our effort to mobilize 
universities to take an active part in health 
development, let us borrow freely from one 
another, learn constantly from each other, and 
move into the world of real action. Faculties 
of public health must provide the leadership 
and the know how and continue to be in the 
vanguard of change in health development. 
Tomorrows challenges call for persons with 
breadth and depth of vision, fired by 
enthusiasm, boundless energy and enterprise. 
| have no doubt that you will accept the 
challenge and will continue the exemplary 
work that has been your hallmark and 
augment your contribution to the welfare of 
the people of this Region. You will no doubt 
measure up to the challenges ahead with 
courage, confidence and commitment. | can 
assure you that we in WHO are, and will 
be, with you and will continue to play our 
catalytic and promotive role to achieve our 
mutually identitied goals. 


HP 
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Medical Education Reform 


t the outset let me state that we 
in the World Health Organization 
feel extremely privileged to co- 

this 
Royal Government of Thailand..We feel 


sponsor Conference with the 
it is taking place at a crucial time of 
health development in South-East Asia, 
where the old order is rapidly giving way 
to a new one with numerous attendant 


We also 


challenges and 


uncertainties and difficulties. 
recognize the many 
exciting opportunities ‘before us. Many 
health systems are in a state of flux, 
even turmoil, and questions are being 
raised whether in our attempt to match 
limited resources with unlimited, infinite needs, 
right things are being done in a right way. 
In this emerging scenario the role that 
has devolved on institutions of medical 
education is critical, and the path that 
we collectively choose to follow in the 
next few years will determine how the 
health agenda of the next millennium 
is going to be charted. It will also 
decide the quality of health care that our 
people will be able to enjoy. Therefore, 
this Conference will be a historic milestone 
on the path to development of medical 
education in the South-East Asia Region. 


It is also entirely appropriate 
that the Royal Government of Thailand 
has taken the initiative to organize 
this Conference on behalf of all the 
countries of South-East Asia because 


Thailand has been a pioneer and 


-a_ pathfinder in medical education 


reform in this Region. The impact of 


all these reforms is the remarkable 
contribution which has been made to the 
advancement of knowledge and 
technology and to the alleviation of 
human suffering, .both in this country and 
in the Region as a whole. Among many 
other innovations, we recall with respect 
the original work of Ramathibodhi almost 
three decades ago who developed 
the concept of and executed a community- 
based education programme, the MESRAP 
programme, and the parallel track 
of Chulalongkorn and the problem- 
based learning introduced at Thammasat 
Medical School. WHO was pleased 
to designate one of Thailand's medical 
schools as a WHO Collaborating 
Centre in Medical Education and we 
are thankful for the continued high 
quality of support that we receive 


from this Centre. 
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We recognize the obvious mutual 
dependence of medical education and 
health services, or more particularly, medical 

Doctors are the role models 
health services which are the 


practice. 
within 
laboratories of learning. Change of one 
without any concomitant attempts to 
influence and change the other is destined 
to be failure, as generations of medical 
educators have realized over the years. 
Medical schools have to be involved 
in shaping the future of health services 
in each country and the nature of medical 
practice within it. In order to produce 
doctors for the twenty-first century, it is 
necessary to make projections of the 
socio-political and physical environment 
in which medical practice will take place 
and the form into which health care 
delivery systems will evolve. The World 
Health Assembly adopted a resolution 
to this eHect in May last year and urged 
WHO and Member States to work 
together towards this goal. 


The Health Scenario 


What are some of the currently visible 
transitions and concerns in health and 
health care which interface with what 
we in WHO advocate and technically 


support — in education? 


medical 
| visualize at least four different types 
of transitions, all inextricably linked with 
one another, occurring in all our societies 


in South-East Asia. 
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Demography 


Most populations are aging and health 
services will be more and more taken up with 
preventing and delaying disabilities 
associated with this process and to providing 
care within the community itself. One of the 
major determinants of epidemiological 
changes is the demographic transition taking 
place in most of the countries, largely brought 
about by changes in fertility and decline of 
communicable diseases. Another determinant 
is the rapid urbanization that is taking place. 
According to UN estimates, urban populations 
will increase by over 50% by the year 2025, 
and, clearly, this will overstretch the capacity 
of the health infrastructure. 


Economic Changes 


Economic relationships between and 
within countries are undergoing revolutionary 
changes. Rapid globalization, predominance 
of market forces, and liberalization are going 
to make a major impact on health and disease 
and how we address them. The increasing 
trend towards privatization of health care will. 
at least in the medium term, bring a mixed 
bag of blessings and sorrows. While quality 
of care for some sections of society will 
improve beyond recognition, it holds the 
fearsome potential of marginalizing another 
section, the poor and the powerless, in 
relation to their access to and utilization of 
health services. Insurance companies and 
other ‘profitmaking corporations are 


encroaching on the decision-making 
freedom of doctors. Consumers also 
are becoming more assertive and are 
demanding better quality care. We in 
WHO are using the opportunities 
and our capabilities in advocacy on 
medical schools and doctors through 
the health-for-all and the reorientation 
of medical education movements. 


Environment 


Man's interference with the natural 
environment is resulting in vast changes 
around us. Ecologically irresponsible 


and unsustainable development will 


have significant adverse effects, more | 


particularly on human health. 
Technology 


Historically, developments in technology 
have outstripped our capacity to apply 
them to society's common good and 
to evaluate their impact. In recent decades 
we have witnessed a phenomenal rate 
of growth in health care technology 
and it is not difficult to predict that 
the trend will increase exponentially 
in the coming years. For example, 
and 
technology will enable intervention 
We are going to 


microengineering molecular 
at the cellular level. 
witness the expansion of microsurgery, 
dynamic imaging, custom-designed 
drugs for the body and mind and 


hitherto 
new developments. 


many more unimaginable 


The Regional Health Scenario 


The influence of the ongoing transitions 
mentioned above is reflected in the 
health situation in the Region, which is 
characterized by a decline in crude 
death rates and infant and under-five 
mortality rates as well as a gradual increase 
in life expectancy. The infant mortality 
the last 
decade in all the countries, but they still 
remain unacceptably high (70-100 per 
1000 live births) in some countries. 


rates have come down during 


An analysis of under-tive mortality rates 
The maternal 

still high, 
has shown a slow overall decline in 


shows a similar pattern. 


mortality rate, although 


the last decade. 


The main changes in the morbidity 
and mortality patterns during the last 
decade result from a decline in the incidence 
of polio, measles, neonatal tetanus and 
other EPI target diseases as well as from 
the declining prevalence of leprosy in the 
Region. The less optimistic side of the 
regional health situation is the high 
incidence of acute respiratory infections, 
diarrhoeal diseases, vector-borne diseases 
(especially malaria) and tuberculosis. These, 
along with the emergence of chronic non- 
communicable diseases and the newer 
infectious diseases such as DHF and 


Japanese encephalitis, are major challenges 


for*the future. 


WHO and Medical Education 
in South-East Asia 


Many countries of the South-East Asia 
Region were colonized by Western powers 
until the middle of this century. Although these 
countries had their own indigenous systems 
of medicine based on the one-to-one patient 
physician relationship, the "Western model" 
of medical and health care has more or less 
replaced the indigenous systems. Johnson 
(1973) has argued that the medical 
profession and all other professions in the 
developing countries have no real autonomy 
because they were originally set up to serve 
the authorities. This is the reverse of 
professionalism as it developed in the West 
because the client - in this case the 
government - was in control. This arrangement 
continued even after independence. In most 
countries, the formation of such institutions as 
medical schools and medical councils, which 
are the traditional hallmarks of the profession 
fo maintain standards of proficiency, 
controlling admissions to the profession and 
for licensing and registration, resulted in the 
creation of an elite social group drawn mainly 
from urban areas and serving in hospitals, 
which were also urban-based. 


In the 1950s and early 1960s, societal 


pressure on the medical profession for a 
change in the nature of medical and health 
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care became more pronounced. VVhile on 
the one hand, it accepted the spectacular 
advances in high technology medical care 
available only to a few, _ it felt disturbed at 
the plight of the vast numbers of the rural 
and urban poor who were underserved or 
not served at all. Doctors, whose training 
was hospital-based, using sophisticated 
technology, and instructed by academic 
research-oriented professors, were not fully 
equipped to deal with the health problems 
of the community. The practice of medicine 
was gradually becoming alienated from the 
vast majority of the people. 


Expressing the ideas that dominated 
discussions at the international level during 
the 1960s and early 1970s, the World 
Health Assembly adopted a resolution in 
1977, famously known as Health for All by 
the Year 2000 (HFA/2000). This affirmed 
that health was a basic human right and was 
intended to serve as a rallying point for 
concerted social action within and between 
countries. The International Conference on 
Primary Health Care in Alma-Ata in 1978 
identified primary health care (PHC) as the 
key approach to attain the goal of health for 
all by the year 2000. PHC implied a 
reordering of priorities that should permeate 
all levels and sectors concerned with the 
promotion of health as well as emotional and 
ideological commitment to health. 


During the past three decades, the South- 
East Asia Regional Office of WHO, has 


pursued a concerted course of action to 
support Member Countries to orient their 
medical education systems in line with these 
developments in the area of health care. A 
synthesis of these activities provides a general 
sense of the direction of the changes 
pertaining to medical education in this Region. 
Periodically, during this time-span, medical 
education was the subject of serious and 
comprehensive examination. These included 
the Surabaya Meeting of 1979 (ROME |} and 
New Delhi Meetings of 1983 (ROME Il), 
1987 (ROME Ill) and 1993 (ROME IV). From 
the first meeting emerged the rationale, the 
needs and the overall directions. The second 
meeting concentrated on the ideas and 
concepts for bringing about the reorientation 
and use of efficient teaching and learning 
strategies. The third consultation focused on 
the specific targets and indicators for 
monitoring and evaluating the achievement 
of these targets. The indicators for monitoring 
and evaluation of these targets have also 
been developed. 


A careful review of the progress in 
reorientation of medical education in 
the Region was made as part of the 
fourth Consultation on Reorientation 
of Medical Education in 1993. The 
positive achievements of all the countries 
in their quest to produce appropriate 
doctors for tomorrow would strike anyone 
as being very impressive. The consciousness 
and attitude of medical educators and 
improvements in the technical expertise 


related to medical education 


are 
particularly noteworthy. There has been a 
wide diffusion of the concepts such as 
HFA/PHC, integrated health systems and 
human resource development and systems 
approach to management science. One of 
the main operational achievements has 
been the actual location of medical teaching 
and learning activities in the communities. 
Some community-based educational facilities 
have been created and a start has been 
made in evaluating these programmes. 
Curricular changes have been oriented 
towards problem-based and competence- 
based designs using priority health 
problems, which include content from 
social sciences, epidemiology and health 
services research. 


Challenges for Medical Education 


A distinguished physician and medical 
educator once said, " ...In every department 
of human knowledge, men are asking 
guidance to solve a world-old problem - 
how to train the minds, hands and hearts 
of the young. 


The past and present are in the melting 
pot. There is a new look in every department 
- not alone in the fundamentals of science 
and methods of medical practice, but also 
in the relations of the medical profession 
to the public and the State. The actual 
care of the sick, once our sole duty, is 
now supplemented by a host of other 
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activities, such as research and administration. 
An ever-increasing number of our members 
have nothing to do with patients as such. The 
truth is that we have outrun our medical 
education system that was simpler for simpler 
conditions." These were the thoughts of 
Dr. William Osler in a speech made in 1913, 
more than 80 years ago, which are 
valid even today as they were then. 
Each generation of medical educators 
will need to keep constantly asking 
similar questions if we are to maintain 
relevance and usefulness in what we are 
doing in medical education. 


The practice of medicine continually 
presents ethical dilemmas to doctors. 
Medical ethics has become an important part 
of all aspects of medical practice. Ethics need 
to be taken into consideration when making 
decisions regarding the doctor-patient 
relationship, organ transplantation, 
appropriate use of technology, clinical trials, 
death and dying, informed consent and 
a variety of situations when rationing 
of services becomes necessary. If such 
ethical decisions are not made, these 
can result in serious distortions in 
the fundamental values and requirements 
of equity and efficiency that we have set 


for ourselves in modern-day health care. 


For medical schools the challenges in the 
coming decade are threefold. The first is to 
train a Goctor who has a more holistic 
approach to health care and development, 
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an individual who is basically a clinician, and 
yet a health developmentalist and a leader 
of his or her community. The second challenge 
is, how to promote and ensure a team 
approach to health development and health 
care. For this purpose, we would need to 
break down the traditional hierarchical 
tramework that has got entrenched. And the 
third major challenge is, how can medical 
develop partnerships with 
professional health 
policymakers and managers to collaborate 


schools 
associations, 


meaningfully in order to make health a central 
focus in development. 


There are certain voices (which are not 
sufficiently enlightened about realities and 
certainly not of those gathered here) who 
may believe that medical schools of tomorrow 
should restrict their missions to educating those 
who will push the frontiers of science. They 
advocate that primary health care and large 
parts of tertiary care as well as health care 
management be handed over to other 
professionals, e.g. nurses, public health 
and the like. 
Personally, | feel this will be an irretrievable 
mistake to do so. | conceive the physician of 
tomorrow as a general practitioner or a family 
physician who is basically a clinician, 
Practising in social epidemiology context, 
who will be the backbone of the health 
system, and who will be able to provide 
continuing, comprehensive health care to 
individuals and the community and also 
manage the health system as required. 


practitioners, auxiliaries 


Conclusion 


The current trends in the countries of 
South-East Asia and the commitment that 
is evident among medical educators 
give hope that medical education in this 
Region will remain vibrant and responsive 
to changing needs of the society in the 
years to come. WHO will continue its 
efforts to support the Member Countries 
to achieve the regional goal for medical 
education, which is that"... by the year 2000, 
all medical schools in the Region will 
be producing graduate or specialist doctors, 
who are responsive to social and societal 
needs, and who possess the appropriate 
ethical, technical, scientific and management 
abilities so as to enable them to work 
in comprehensive health systems based on 


PHC." Towards the achievement of 
this common goal, WHO will continue 
to advocate reforms among policymakers 
at international, regional and national 
levels, promote collaborative partnerships 
among institutions and_ individuals 
with common interests, undertake catalytic 
activities, identity and mobilize resources 
and organize data banks in the domains 


of medical education and practice. 


This Conference is a very opportune 
moment for all of us to reaffirm our commitment 
and to refocus our energy to reorient medical 
education to respond to the emerging 
patterns in medical practice to serve the 
needs of our populations. WHO stands 
ready to work closely with all of you in 
this noble and challenging undertaking. 


fr ——_——— 
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Medical and 
Public Health Education 


t the outset | wish to recall 

two significant events in medical 

and public health education 
in Indonesia. These have since become 
important milestones and have served as 
a beacon in the development of these 
two fields for the entire Region. The first 
was the Consultation on "Reorientation 
of Medical Education" held in Surabaya 
in 1979. This led the way to define 
community orientation of medical education 
in the most practical manner, and WHO's 
programme for reorientation of medical 
education since this draws heavily from 
the ideas generated at Surabaya. | do 
not need to describe the transformation 
that has taken place in the Indonesian 
medical education system since then. The 
part played by the Consortium of Health 
Sciences to bring about these improvements 
is now legendary and we have recorded 
it in one of the recent WHO publications 
on medical education. Very often Indonesia 
is quoted by us as a model for reorienting 
medical education to serve the needs 
of the community. It is indeed to your credit 
that the system has been streamlined. It 
is also a sure indicator of your achievements 
in the past two decades. Medical educators 
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from all over the world want to visit 
your schools to learn and to benefit from 


their interaction with you. 


The second event is a more recent one. 
| refer to the Consultation on ‘Public Health 
and Socioeconomic Changes at the Dawn 
of the Twenty-first Century: Implications 
for Public Health Academic Education’, 
held in Jakarta in 1992. Although deemed 
to be a national meeting, to my mind, it 
was a significant milestone in public 
health education in the Region. You had 
clearly identified the ways in which an 
institute of public health education 
should evolve to assume a leadership role 
in health at the dawn of the next century. 
You underlined the belief that public 
health education is still not suitably prepared 
to meet the challenges to health development 
as an integral part of socioeconomic 
development in Our Countries. 


Universities’and medical schools are 
generally established with the understanding 
that they will improve the well-being of the 
nation as a whole. But in the course of their 
development, these places of learning are 
allowed to drift from their fundamental 


Meeting of the Heads of the Faculties of Medicine and Public Health, Jakarta, Indonesia, 8 December, 1994. 


Purpose or, come to interpret their mission 
differently. For instance, the terms "community- 
oriented education" and “community-based 
education" have been used to describe 
curricula that consider societal needs and the 
use of different levels of health settings in 
the community as learning opportunities. 
We now see that many school wish to 
improve their relevance to society. 
Educational programmes should take account 
of real-life situations that future graduates are 
likely to encounter which would be a 
manifestation of social awareness in an 
educational institution. 


The concept of social accountability of 
medical schools should be focused on their 
impact on the society via education, research, 
service delivery and health care organization. 
Because of the interdependence of the 
educational, research, service and health 
care organization functions of a medical 
school its social accountability with regard 
to education is not sufficient. Therefore, the 
quality of health personnel it produces must 
be in direct relation to other functions. 


This mutual dependence is obvious. Each 
should shape the other. Health services are 
the laboratory of learning and practitioners 
are the role models. Education prepares the 
practitioners of the future but the success of 
that preparation depends upon the 
circumstance of the health service. VVithout 
concomitant changes in the social context of 
medical practice, efforts to improve 


by important 


performance through curriculum reform alone 
will be futile. Medical and public health 
schools must do something about this. They 
must be involved in health services to play a 
part in shaping the future, otherwise their 
efforts in education will be wasted. 


Now | wish to highlight some of the 
important premises and issues that demand 
that the schools of medicine and public health 
should expand, reorient and intensify their 
current roles in society. 


The issue of the social origins of health 
and the biology of medicine can be seen as 
one of the lifestyle - the business of what we 
do with our life, how we choose: to live by 


custom and beliet, shaped in part by 


ambitions and relationships. There is a wider 
scope for intervention here in the form of 
community action and education for a healthy 
life-style that is relevant in the social, economic 
and political contexts. This is a role that health 
and medical education has largely left to. 
others. In our countries lifestyles, as we know, 
are not by choice but are imposed 
factors like poverty, 
environment, circumstance, history, culture, 
and governmental policies. Medicine has a 
role in detining these wider parameters, this 
human ecology of health and illness. 


Each decade sees the blossoming of a 
new field of biology in the service of 
medicine. Research is now defining the 
genetic basis not only of distinct diseases 
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but also of exposure to factors in lifestyle, 
diet or toxins. For health personnel, these 
and many other fields rose major challenges. 
There must therefore be planning at all levels 
of education aided by the active involvement 
of teachers in the advancing edge of research. 
But we must clearly recognize that biology 
provides only a small part of the answer fo 
the overall care of a population. 


The future will never be the same again. 
Most populations are ageing and living 
longer. This has resulted in the health services 
being increasingly involved with the task of 
removing or delaying the disabilities caused 
by old age and providing health care for the 
community. This has major implications for 
the role of your schools and interprotessional 


health 


relationships too are in transition. Rapid 


teams. Similarly, economic 
globalization of economies and the 
predominance of market forces will have a 
major impact on health and disease and the 
way we address them. The environment too 
is undergoing changes, mainly as a result of 
man's interference with natural forces. 
All these factors relate to each other in a 
complex way and it is the unenviable task 
of educators to analyse these relationships 
and provide the best possible solutions to 
our health problems. 


Technology has always grown faster than 
our capacity to apply it for the common good 
and evaluate its impact. For example, the 
future will see the expansion of microsurgery 
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and minimally invasive surgery, dynamic 
imaging, and custom-designed drugs for the 
body and mind. Microengineering and 
molecular engineering will provide the tools 
for intervention at the level of the cell. We 
must educate and train our students to be 
able to determine what works and to use the 
available tools carefully in keeping with the 
national priorities. The students should be 
able to analyse the appropriateness, quality 
and outcome of such interventions. One of 
the most important technologies in support 
of these interventions would be the computer 
technology, used for information management 
or medical informatics. It would also deal 
with clinical information about patients and 
populations, medical records and the access 
fo, and proper use of knowledge. 


Even if we have sorted out what actually 
works and have agreed on the principles of 
shared decision-making, we still need a 
mechanism to ensure that quality is assured 
and that we get value for money. Increasingly, 
those who pay for health service - and the 
public pays for much of it - will demand this 
accountability, just as we do of an airline, 
for example. Few of us will board an aircraft 
it there is a notice that there is no quality 
assurance programme for this airline! Health 
targets, evaluation of health benefits and the 
use of measures of benefit, such as the 
Disability Adjusted Life Year (DALY), 
used in recent World Development Report, 
can help our approach in determining the 
impact of health services. 


Many of you will recall that "The Role 
of Universities in the Strategies for 
Health for All", was the theme of the 
Technical Discussions at the 37th 
World Health Assembly in 1984. The report 
of these discussions emphasizes the need 
tor universities to understand the factors 
that support or undermine health in relation 
to health development and to enhance the 
quality of life. The report, among other 
things, states that universities will have 
to bring to bear their intellectual capacity 
on issues that go beyond the immediate 
purview of health. Fuller acceptance 
by universities of their role as community 
resources in the health sphere will provide 
opportunities for academic and civic 
integration. Universities will have to 
restructure their academic curricula and 
programmes so that the fundamental 
knowledge can be coherently related to 
the problems of today. 


The 


with the future vision of schools of public 


1991 Jakarta Meeting came up 


health as the principal academic institutions 
to prepare public health professionals 
and leadership for the future. What then 
could be the expectations for these schools 
in education and training of the next 
generation of public health leaders? 
The recommendations clearly articulated 
the future directions for you. They also 
apply equally relevantly to schools 
of medicine. What is clear is that more 
of the same conventional strategies 


and roles are no longer adequate. 
Newer challenges to health development 
call for innovative responses. 


For example, how can schools of health 
professionals establish functional linkages 
with health care agencies and institutions 
so that they do not get isolated from 
real life? How can they become the main 
resource to government in the development 
and analysis of health policies? 
How can these schools play effective 
consultancy and advisory roles? How do 
they develop the service and research 
agendas to address the major health 
problems in fast changing life settings? 
reform educational 


How do_ they 


programmes to meet these needs? 
How can they strengthen the technical 
foundation of knowledge on health 
with epidemiology as the core and 


behavioural sciences as the key element? 


| would like to recommend that each 
of your schools develop some selected 
area of expertise most appropriate to them. 
This may, they will collectively be able 
to support and sustain total health 
development in the country. 

| know that already you have 
many successes to your credit where 
the schools of medicine and public 
health have contributed significantly 
at the highest levels of policy-making 
in. this country. For example, you were 
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invited by the Parliament to review 
the Draft Law on Health and to suggest 
technical This would 
guide health development in this 
country for the next 25 years at least. 
Similarly, the Consortium has been 
in the forefront of advising the 
Ministries of Education and Health on 
matters pertaining to the development 


health. 


significant 


improvements. 


of human resources for 


There 


examples as well. 


are many other 


My challenge and plea to you is 
to enlarge this role not only nationally but 
also to prepare yourselves to assume 
a wider responsibility so that we in WHO 
could draw upon your expertise to support 
similar initiatives in other countries. 
The Consortium of Health Sciences must 
continue to play a catalytic role, 
bringing together all the schools to 
develop plans and strategies and to 
share information and responsibilities. 
The work of the Consortium has to 
the 
institutions in a regular, multi-directional 


constantly involve educational 
dialogue. Decision-making has to be 
with the maximum possible consultations 


among the partner schools. 


This brings me to another important point. 
It is essential that you form still closer 
relationships with one another, both 
within an institute and between different 
institutions in the country. | believe that it 
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is of paramount importance not to remain 
isolated but to have close interactions 
through networks and exchange of staff 
and information so that the rich diversity 
of ideas will promote a healthy cross- 
fertilization. Similarly, you should actively 
establish relations with institutions of repute 
in other countries, particularly in the 
South-East Asia Region, and outside. 
| am sure the institutions represented 
here today will measure up to these 
challenges with courage and confidence 
and will continue to play a leadership role. 


WHO will continue to work with 


you to achieve these  mutually- 
identitied priority goals. We like to see 
our regular budget for higher education 
as being promotive and catalytic in 
concept development, and for advocacy 
and sensitization of the concerned 
leadership groups. We would be willing 
to support you with some of our precious 
inter-country budget resources if you 
could come up with relevant, innovative 
and technically sound proposals that 
address the real needs in education 
and research. For example, if a group 
of schools could develop good quality, 
multicentric research proposals, we may 
be able to sdppor them trom. our 
regional research funds. We will also 
be able to jointly mobilize signiticant 
extrabudgetary resources from different 
donors for the improvement of health 


personnel 


education, as we have 


successfully done in a number of other 
countries. In the coming years we would 
like to recognize, and, may be, designate 
some of your institutions as regional centres 
of excellence. WHO would do its best 
to pursue some of these possibilities 
with you so as to increase the effectiveness 


and efficiency of your programmes. 
Finally, | feel convinced that there are 
clear prospects and opportunities for 
more enhanced cooperation between 
WHO and the Faculties of Medicine 
and Public Health in 


the near future. 


Indonesia in 


———_f"}+—_——_- 
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Quality Assurance 


in Laboratory Practices 


remendous progress has been made 

in the field of curative and preventive 

medicine in the recent past. Health 
laboratory services have not remained 
unaffected by the modern revolution. There 
has been a growing awareness of their 
utility at all levels of health care delivery 
systems. In fact, concerted efforts are now 
needed to ensure their integration with 
primary health care system to achieve 
the goal of HFA. Health care laboratories 
not only play a pivotal role in curative 
services and control of communicable 
diseases, but also contribute significantly 
in the unfolding of mysteries surrounding 
noncommunicable diseases. 


However, as you will all agree, in order 
to be usetul, laboratory results need to be 
timely, reliable, and reproducible. Hence, 
quality assurance in laboratory testing 
is of fundamental importance. In most 
developing countries the concept of quality 
assurance has not found its rightful place 
in health laboratories. An evaluation 
conducted by WHO about a decade 
ago showed that, in developing countries, 
only about 50% of the results generated 
by laboratories were reliable. 
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Quality assurance is a dynamic concept 
which should be applied at all levels of 
laboratory services and participated in by all 
staff members. Good laboratory practices are 
fundamental to quality assurance, the fact 
which WHO realized long time ago and 
emphasized its commitment to it. The first 
interregional workshop on this subject 
was held in South-East Asia in 1974. 
Unfortunately, quality assurance has 
not developed to the desired extent in 
the countries of the Region. 


WHO, on its part, supports International 
External Quality Assurance Schemes (EQAS) 
in various disciplines; provides short-term 
consultants to Member Countries for 
implementation of quality assurance; helps in 
procurement and distribution of reference 
reagents; supports group educational 
activities, and prepares and distributes 
technical material related to the introduction 
of quality assurance in laboratory practices. 


WHO's policy has been to encourage 
countries in establishing their own national 
EQAS. This initiative together with the activities 
of some NGOs, has given rise to a number 
of national EQAS, and their number 


Inteare-ravnntoes C™amavecileabie: a Ul rena 
intercountry Consultation on Quality Assurance in Laboratory Practices in SEAR Countries, Bangkok, Thailand, 10 - 13 June, 1996. 


is continuously growing though on a 
voluntary basis only. The World Health 
Report, 1995, makes it very clear that 
there is a large gap in the state of health 
of populations in developed and developing 
countries, and there are also gaps in the 
state of health of the population in the same 
country. There is an urgent need to bridge 
this gap, and health laboratory has important 
role to play. 


Member countries need to enunciate 
national laboratory policies with appropriate 
provision of resources for initiation 
and strengthening of quality assurance, 
build-up adequate number of trained 
human resources and ensure continuous 
upgradation of their skills; designate and 


strengthen laboratories for undertaking 
national EQAS, and _ initiative steps 
for accreditation of laboratories, both 
in government and private sectors. 


Quality costs, but poor quality costs more, 
that is the message we need to convey to 
national policy planners and emphasize that 
as quality goes down, costs go up, and as 
quality improves, costs will fall. 


| am sure you will discuss measures to 


. promote the basic concept of quality 


assurance and its integration in the existing 
laboratory setups. You will also, | hope, 
suggest strategies and approaches 
for strengthening quality assurance 


‘in laboratories at all levels. 


fr" }—___— 
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Health Development 


t is a great privilege for me to be 

invited to this 71st All India Medical 

Conference of the Indian Medical 
Association and to address this 
distinguished audience. WHO and 
the IMA have enjoyed a long and 
productive partnership for almost 
titty years. Together we have been able 
to undertake many innovative and 
pioneering activities that have contributed 
significantly to health development in 
India and in this Region. WHO is 
deeply committed to continuing this 


very successtul relationship. 


| now wish to share a few thoughts 
health 


development, particularly in this Region, 


on the current scenario for 
and on what | foresee as some of the 
responsibilities of professional associations 
such as yours in the years ahead. 


The Changing Health Scene in 
South East Asia 


The South East Asia Region is home to 
almost a quarter of the world's population, 
which lives in a very small area accounts 
for only 6% of the world's total land ‘mass. 
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7 \st All India Medical Conference of Indian Medical Association, Bhubaneswar, India, 27 - 30 December, 1995. 


The health situation in the Region is 
characterized by a decline in crude 
death rates and infant and under-tive 
mortality rates as well as a gradual increase 
in life expectancy. The infant mortality rates 
have decreased during the last decade 
in all the countries, but are still unacceptably 
high (70-100 per 1000 live births) in some. 
An analysis of undertive mortality rates 
shows a similar pattern. The maternal 
mortality rate, although high, has shown a 
slow overall decline in the last decade. 


The mdin changes in the morbidity 
and mortality patterns during the last 
decade have resulted from a decline in the 
incidence of polio, measles, neonatal tetanus 
and other EPI target diseases as well as 
from the declining prevalence of leprosy 
in the Region. The less optimistic side 
of the health situation is the high incidence 
of acute respiratory infections, diarrhoeal 
diseases, vectorborne diseases (specially 
These, 
along with the emergence of chronic 
noncommunicable diseases and the 
newer 


malaria) and tuberculosis. 


infectious diseases such as 
DHF and Japanese encephalitis, are 


major challenges for the future. 


This scene in our Region as a whole as 
well as in India is bound to change due to 
the rapid changes within and outside the 
health sector. What are some of the currently 
visible concerns in health care which 
interplay with what we in WHO advocate 
and technically support 2 These will have a 
profound impact on your work also in the 
coming decades. You are already beginning 
to notice some of the healthy and not 
so healthy developments. | visualize at least 
four different types of transitions, all deeply 
linked with one another, occurring in 
South-East Asia. 


The first concerns demography. Most 
populations are aging and the health services 
will be increasingly occupied with preventing 
and delaying disabilities associated with this 
process and providing care within the 
community itself. Another determining factor 
is rapid urbanization. According to UN 
estimates, urban populations will increase by 
over 50% by the year 2025. Clearly, this 
will overstretch the capacity of the health 
infrastructure. There will thus be a further 
decrease in the quality of life and environment, 
particularly in urban slums. 


Secondly, relationships between and 
within countries are undergoing revolutionary 
changes. Rapid globalization, predominance 
of market forces, and liberalization of 
economies are going to make a major impact 
on health and disease and how we address 


them. The increasing trend towards 


privatization of health care will bring a mixed 
bag of blessings and sorrows. While the 
quality of care for some sections of society 
will improve beyond recognition, privatization 
has the fearsome potential of marginalizing 
the poor and the powerless, in relation to their 
access to and utilization of health services. 
Insurance companies and profitmaking 
corporations are encroaching on the decision- 
making freedom of doctors. Consumers also 
are becoming more assertive and are 
demanding better quality care. Again we 
can see some of the implications of 
these changes right around us in India. 
We in WHO are using the opportunities 
and our capabilities in advocacy among 
professional groups such as yours to 
jointly explore ways of meeting these 
emerging challenges. 


The third transition concerns the 
environment. Man's interference with the 
natural environment is resulting in vast 
changes. Ecologically irresponsible and 
unsustainable development will have 
signiticant adverse effects, more particularly 
on human health. 

Finally, Technology. Historically, 
developments in technology have outstripped 
our capacity to apply them to society's 
common good and to evaluate their impact. 
In recent decades we have witnessed a 
phenomenal growth in health care technology 
and it is not difficult to predict that the trend 


will increase exponentially in future. For 


example, microengineering and molecular 
technology will enable interventions at 
the cellular level. We will witness the 
expansion of microsurgery, dynamic 
imaging, custom-designed drugs for the body 
and mind and many more hitherto 
unimaginable new developments. 


Changes in Health Systems and 
New Priorities 


The call made at Alma Ata in 1978 for 
Health for All through Primary Health Care 
provided the direction and motivation for 
global health development and resulted in 
major gains in health all over the world. Life 
expectancies have increased, infant mortality 
has declined and there is improved access to 
basic health services. The year 2000 was 
an aspirational target for the goal of Health 
for All. However, we can see as the target 
date approaches, that the date can be seen 
as limiting, and may even be misunderstood. 
Most importantly, it gives a time frame in 
which Health for All is not attainable by all 
countries. For example, in 53% of the countries 
of the world the average life expectancy is 
still less than 60 years, there are still wide 
variations in infant mortality between countries, 
and maternal mortality in many countries is 
still unacceptably high. 


We cannot claim to have achieved health 
for all until these gaps are filled. As new 
political, economic, social and environmental 
changes take place in the world, we need 


to renew the Healthfor-Alll strategy and update 
our plans of action. It is here that your 
Association can make a very significant 
contribution. You, along with national decision 
makers, technical experts and other leaders 
in India, need to collaborate in a consultative 
process to take stock of the health situation 
and the trends for the coming decades. 
You will have to identity the key issues 
for the health development agenda for 
India and determine how you will meet 
these challenges. IMA, representing 
the whole spectrum of the country's 
medical practitioners, must provide the 
leader in this regard. 


Throughout the world, health systems are 
struggling to do more with less. New 
technologies enable ever-more-sophisticated 
interventions, but are also very costly. In many 
of the so-called "developed" countries of the 
North, the costs of health care are running 
out of control, adding to the problem of 
unsustainable government deficits. 
The spread of AIDS and the malaria 
parasite's increased resistance to available 
drugs are placing heavy burdens on already 
stretched resources in the "developing" 
countries of the South. 


Furthermore, the continuing disparities in 
health indicators between countries - and even 
among socioeconomic groups within a 
country - are disturbing and increasingly being 
recognized as unacceptable. Clearly, health 
systems must be reformed and the question 


is, how? The direction that these reforms will 
take is now being widely debated in most 
parts of the world. 


This shift in thinking is not a black-and- 
white change, nor has it happened overnight. 
Most of the "new" ideas have been written 
about and. acted upon by scattered groups 
of individuals and organizations in different 
parts of the world and at different times. In 
India we have had the benefit of the wisdom 
of many eminent past leaders of your 
Association such as Dr. Mudaliar who had 
the vision and foresight to make far-reaching 
recommendations for improving education 
and services in the health sector. 


We are.now seeing the popular image 
of the physician gradually shifting from that 
of a hero with almost magical knowledge, 
to that a steward of the community's health. 
Whereas individual patient care will remain 
the cornerstone of medicine for some time, 
beyond the patient the doctor is increasingly 
called upon and expected to be concerned 
with the family and the community as a whole. 
People are becoming more "empowered" 
in their relation to the health professions: 
taking more responsibility for their own health, 
and sharing in decision-making. Health 
professionals are being asked to work in 
multi-disciplinary or multi-sectoral teams both 
within and outside their profession; to sit 
with the government and the private sector, 
for example, to look together for solutions 
to the problem of escalating costs. 


Role of Professional Associations 


Members of your association occupy a 
very high position in society. Many of your 
members, while retaining a place of honour 
in the medical profession, have become 
national leaders. Patients are willing to grant 
you certain privileges and place their trust in 
you. The very existence of the Hypocratic oath 
reinforced the feeling that to enter medicine 
one had not only to be qualified but actually 
be "ordained". Not surprisingly, the spread 
of democracy and the general rejection of 
authority have tended to reduce this status. 


There are many conflicts that can arise 
among the members of the medical profession 
in the discharge of their responsibilities. To 
my mind the most important ones are those 
caused by the role conflict due to the pursuit 
of what may be called professional or 
technical excellence and success, and the 
pursuit of national health policies that have 
primary health care as the key strategy. To 
put it differently, on the one hand there are 
sophisticated laboratories, challenging clinical 
and research problems, international 
conferences, and professional recognition. 
On the other hand. There are the villages, 
the familiar problems of malnutrition, 
communicable diseases, family planning and 
hard work with little recognition or glamour. 
At what point does the pursuit of technological 
improvements get in the way of using existing 
preventive and curative technologies for 
the greatest number of people? You cannot 
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evade this question if equal access to care is 
put forward as an ethical and political priority. 
All countries are faced with this problem. How 
do we create the conditions that we may be 
able to strike a balance? What more can 
associations such as yours do towards 
resolving this type of dilemma? In fact, 
how can your association lead in this type 
of movement? 


Next | want to refer to the place of ethics 
in today's medical practice. Medical practice 
constantly presents dilemmas of an ethical 
nature. Conflicting alternatives that doctors 
often have to choose from, compel them to 
make value judgements which respect the 
patient's wishes and at the same time respect 
the dictates of health care managers - 
sometimes even politicians. The latter may 
want to invest in the community as a whole 
and not in individual patient care. This might 
seem to threaten the autonomy that doctors 
wish fo preserve in their decision making. You 
know fully well that ethics have to be taken 
into consideration when making decisions 
regarding a variety of matters such as the 
doctor-patient relationship, prescribing 
medicines, organ transplantation, use of 
technology, clinical trials, informed consent, 
death and dying and a variety of other 
situations. All of them are important. However 
in the light of some of the forces that are driving 
the health sector, ethical considerations 
relating to the doctor-patient relationship and 
the use of technology are particularly crucial. 
If we do not observe ethical principles these 
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could distort the fundamentals of our health 


care systems - equity and efficiency. 


Technologies are flooding the health care 
market. Genetic technology, microsurgery, 
imaging, and custom-designed drugs have 
already entered the market and many others 
will soon follow. We often observe with 
concern how many countries adopt them 
without a careful evaluation of what works, 
the possible risks, costs and benefits and 
superiority over what exists. In recent years 
there has been an increasing focus on the 
improper use of such technologies. Given this 
situation, your association has a major 
responsibility to lead the campaign to set up 
a system where ethical principles, biological 
facts, patients's interests and the costs are 
taken into consideration. You need to take 
the lead to set the guidelines and standards 
for the selection of new technology, and its 
use for acceptable practice. 


The IMA could, | believe, play a very 
important role in a number of other areas. 
Quality assurance is one of them. The belief 
among the medical profession is that quality 
assurance should be a responsibility of the 
profession itself. This would be acceptable if 
the public can be satisfied that there exists: 
effective self regulation and that the 
membership in the profession depends on it. 
In some other countries we have noticed the 
increasing tendency towards litigation and 
how legislation has been used to control 
medical practice. Purely as a means of 


ensuring equity it has not been successful. 
What is now called "defensive medicine’ 
involves much needless investigation and can 
be enormously expensive. Another mechanism 
for control has been to establish a bureaucracy 
of external assessors who scrutinize practice 
statistics. These methods are biased in favour 
of checklists and measurable quantities. The 
qualitative and subjective aspects of care so 
valuable to both patients and doctors are not 
identifiable in this way. Therefore my own 
feeling is the profession itself has to streamline 
its own self-regulatory mechanisms and peer 
reviews of total patient care. This is of cardinal 
importance. In certain countries it may be 
supported by legislative and external review 
mechanisms. The IMA should adapt its own 
mechanisms to work with the government to 
solve these emerging issues and provide the 
leadership that is needed so urgently. 


| wish to suggest to you one or two other 
important areas in which your Association 
may take an active interest. They are health 
advocacy and management of health care. 
It is imperative that you play important 
advocacy and consultancy roles in the 
formulation and adoption of national health 
policies, and develop service and research 
agendas that will strengthen health 
development in this country. You should ask 
yourselves how your collective wisdom 
can help place health at the centre of 
development, improve access to care, 
particularly for vulnerable groups, increase the 
efficiency of the services and ensure the ethical 


basis of medical practice. You could also 
advocate for health among decision-makers 
and the political leadership in areas such as 
the priorities in health research and 
developments in medical technology. You 
should help to clarify the health choices that 
exist and the means to obtain maximum 
benefits from available resources for health 
development. These are usually not the areas 
in which doctors are experts. If doctors are 
to take on this work - and | must say there is 
a great need for them to do so in our countries 
- they need substantial training. | would urge 
your Association and some of your members 
to take this aspect of health management 
seriously. VWWHO would be willing to support 
you in all these areas as they coincide with 
our priorities as well. 


Conclusion 


No doctor functions in a vacuum. It is 
of paramount importance that the doctor 
acts as a positive and creative agent of 
social change. A doctor is not merely 
a highly skilled scientist and technician, 
but is a valuable member and a leader 
of society. You are the leaders in the 
health care system and | urge you to 
recognize that we are moving to an 
entirely new health scenario in the 
Region and in India. Therefore merely 
doing more of what we do today is not 
enough. We need to pause, think and 
usher in a new era of health development 
that will make the country and the 
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world a better place for all of us to live in. 
The Jndian Medical Association has 
a special role to play in achieving this 
new order. As leaders in health care, 
you have to be even more intimately 
involved in planning the new thrust 
to make health development in India even 
more meaningful. 


Once again, | urge you to continue 
your leadership role in this historic 
responsibility of designing and setting 
in place a health system that meets 
the needs and aspirations of all the people 
of this country. Needless to say, WHO 
will always work with you closely in 
all these critically important endeavours. 


ee} ——— 
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Nursing and Midwifery 


aving followed the progress of the 

Global Advisory Group over the 

past three years, | am well aware 
that since its inception the Group has been 
committed to close collaboration with the 
WHO Regional Offices, particularly through 
the active involvement of the regional nursing 
advisers. This collaboration is essential to 
foster understanding of the issues confronting 
nursing and midwifery and the sociocultural, 
economic and political contexts in which 
these issues must be addressed. We 
appreciate this opportunity to contribute our 
regional perspective to the work of the Global 
Advisory Group and, in the process, to 
benefit from its deliberations. 


In the South-East Asia Region, Member 
States and WHO have responded positively 
to World Health Assembly resolutions on 
nursing and midwifery since the declaration 
of the goal of Health for All. For example, in 
the follow-up to the resolution on the role of 
nursing and midwifery personnel in the 
strategies for health for all, VWWHA36. 1 | 
numerous activities have been carried out in 
the countries, with the support of WHO. All 
countries of the Region have revised and 
reoriented their nursing and midwifery 


Fourth Meeting of the Global Advisory Group on Nursing and Midwi 


and educational 
programmes so that the graduates would 
have the necessary competencies to 
implement community-oriented interventions 
under the PHC approach. 


training curricula 


A significant achievement in the Region 
has been the initiation of strategic planning 
for nursing/midwifery development. Several 


countries have undertaken the development 


of national action plans. The guidelines 
provided by the Global Advisory Group have 
been a useful resource. To facilitate these 
strategic planning exercises, the Regional 
Office is preparing a position paper which 
outlines the prevailing issues concerning 
nursing and midwifery in the Region and 
WHO's response. This document is but one 
means to promote an integrated approach 
in countries to nursing and midwifery 
activities, to enhance coordination among 
the relevant programme areas and to 
ensure clear, consistent technical advice 


and assistance. 


| am also pleased to inform you that the 
Regional Office recently convened an 
intercounty consultation in Bangkok, Thailand, 
to extend strategic planning for nursing and 


fery, SEARO, New Delhi, India, 12 - 14 December, 1995. 


midwifery development to the regional level. 
This meeting provided an opportunity to 
identify common priority areas for action, 
share expertise and experiences and plan 
for more effective use of technical resources 
within and among countries and WHO in 
support of national and regional activities. 


The participants, including senior nurses 
and other key persons, viewed this meeting 
as a turning point - a time to take stock of 
past successes and failures, a time to build 
on past accomplishments in outlining a 
direction for the future. The regional plan 
identifies key strategies for making effective 
use of the vast nursing/midwifery workforce 
- from community-level workers to highly skilled 
providers of specialized care - in improving 


people's health and quality of life. 


To realize this vision of nursing/ 
midwifery's contribution to health care 
requires an integrated, comprehensive 
approach based on the realities of country 
situations. Like in many parts of the world, 
the countries of this region are undergoing 
rapid changes - politically, economically and 
socially - all of which have an impact on 
health. Many countries are also experiencing 
an epidemiological and demographic 
transition featuring noncommunicable 
and chronic diseases, HIV/AIDS, aging 


populations as well as environmental 


degradation. 


Countries are struggling with the rising 
costs of health care, dwindling resources and 
growing inequities in access to services while 
debating alternative financing schemes and 
the involvement of the private sector as 
possible solutions. However, everything is 
not bleak. There have been many positive 
achievements in the Region as countries and 
communities have evolved innovative 
approaches to address their holistic health 
needs, always drawing on their socio-cultural 


backgrounds. 


It is clear that developments in nursing 
and midwifery must take these and 
other factors into account and be in conformity 
with present realities and future scenarios. 
A narrow, disjointed approach focusing 
on nursing/midwifery alone will not bring 
about the desired change. The nursing/ 
midwifery community must consider how, 
in collaboration with others, it can contribute 
to filling the gaps in services, especially 
for the most vulnerable segments of 
the population; how it can upgrade 
educational levels without neglecting 
those with lesser qualifications and how 
it can improve the quality of care within 
the available resources. 


Ee ee 
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Vaccine Production 


n the South-East Asia Region, several 
countries rely on domestic production 
of vaccines to partially meet the needs 
of their 
These countries include Bangladesh, 
DPR Korea, India, Indonesia and Thailand. 
Not all our Member Countries are able 


immunization 


fo generate adequate capital investments 
to establish vaccine production facilities 
and an independent national control 
authority. Governments and international 
partners should be able to ensure the quality 
of the vaccines used in national programmes. 


The constraints faced by vaccine producers 
in our Region, include: 


- inability to attract and to keep trained 
staff: 


- inability to invest in critical new equipment, 


inability to link revenues with vaccine 


output; 


- inadequate resources for research and 
development or to build new facilities; 


limited, slow or ad hoc technology 


Interregional Workshop on Management o 


programmes. 


transfers from industrialized countries; and 


inadequate feasibility analyses of 
technical, economic, and management 
situation. 


The primary objective of this meeting is 
to discuss these problems, to find solutions 
and thereby ensure better quality, more 
reliable supply, and a more costetficient use 
of resources for vaccine production. 


What is needed to ensure the long-term 
viability of domestic vaccine production? The 
answers to this question will vary from country 
to country and may range from strengthening 
certain management systems, to investing in 
new equipment and to finding an appropriate 
"oartner". However, a government policy that 
is committed to domestic vaccine production 
is an essential prerequisite. 


| would like to stress the need for increasing 
the research and development inputs in the 
vaccine production units. | am sure you are 
aware of WHO's support for research on 
development of EPI vaccines which are easier 
to apply or are more effective. A single dose 
of TT vaccine and a thermostable oral polio 


F Local Production of Vaccines, SEARO, New Delhi, India, 22 - 26 May, 1995 


vaccine may become a reality in the coming 
years. There will also be scope for including 
newer vaccines, such as Hepatitis B vaccine, 
in the national immunization schedules 
in more countries of our Region than before. 
| leave it to you to decide for yourself 
how big a role you would like to play 
in these activities. As a part of the Children's 
Vaccine Initiative, it is proposed to evolve 
a system that allows public sector producers 
to build upon their strengths to enable them 
to improve the production of the current 


vaccines and also to introduce new vaccines. 
The establishment of a consortium of public 
sector producers may give members of 
the consortium access to training for staff, 
technical information, scale-up facilities 
and access to new vaccines. Your active 
participation in such a consortium will 
help in strengthening your production 
facilities and, in addition, prepare you 
for the challenge of producing better 
and newer vaccines as we step into 
the twenty-first century. 


ee 
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Health Research 


wenty years have passed since the 

formation of the South-East Asia 

Advisory Committee on Medical 
Research (SEA/ACMR) in 1976, renamed 
as the SouthEast Asia Advisory Committee 
on Health Research (SEA/ACHR) in 1987. 
Initiatives taken by the WHO Regional Office, 
taking into special consideration the 
recommendations of SEA/ACHR, have had 
a profound effect on fostering health research 
and on the promotion and development of 
research activities in the Region. The 
importance of this Committee cannot be 
overemphasized given the fact that it is an 
apex body which advises the Regional 
Director on the direction and formulation of 
health research policy in the Region. 


The importance and essential role of the 
SEA/ACRR can easily be judged by its terms 
of reference which encompass a wide 
spectrum of activities aimed at promoting the 
health of the people. The Committee advises 
the Regional Director on: 


the definition of regional research policy; 


the identification of regional research 


priorities; 


coordination of research within the region; 
the development of research capability; 


the development of research information 
systems; 


the stimulation of research: 


the assessment and evaluation of 
programmes in terms of stated objectives 
and mechanisms employed; 


collaboration and liaison with national 
and international bodies: and 


collaboration with regional and global 
ACRRs. 


During the past 20 years, it has 
been noted that the recommendations 
made at each ACHR meeting are 
very appropriate and relevant to the 
contemporary situation. In this context, it is 
worth mentioning that we are about to 
enter WHO's Ninth General Programme 
of Work phase (1996-2001), wherein 
four major policy orientations have. 
been spelled out. 
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Twentieth Anniversary Commemorative Session of the SEA/ACHR, SEARO, New Delhi, India, 8 April, 1995 


These are: 


Integrating health and human 


development in public policies; 


Ensuring equitable access to health 


services; 
Promoting and protecting health, and 


- Preventing and controlling specific health 
problems. 


| am sure that research direction 
will be in line with these policy 
orientations and that we will be well 
prepared and attuned to the expected 
scenarios. | am also contident that this 
task will be ably guided under the 
Chairmanship of Dr. Aree Valyasevi, 
and members of - the SEA/ 
ACHR. The Regional Office Research 
Promotion and Development programme, in 
collaboration with other technical units. 
will carry out research promotion 
and development activities as guided 
by the Committee. 


At this juncture, | would like to thank the 
previous professional staff of the Regional 
research programme who helped 
to strengthen research activities in the 
Region in line with the recommendations 
of the SEA/ACHR under the learned 


and effective guidance of the then 
Regional Director, Dr. U Ko Ko. 


142 


The vital role of health research in health 
development has been recognized by VWWHO 
since its inception. Thus, the promotion and 
conduct of research in the field of health has 
been included as a function in WHO's 
Constitution. The enormous task and burden 
of this Committee cannot be overemphasized. 
At the same time, its beneficial output in the 
field of research related to health has been 
noted with profound satisfaction. 


During the last two decades, over 30 
major technical subjects have been discussed 
at the SEAZACHR meetings, encompassing 
areas of special signiticance at different 
periods of time. There has been very good 
congruence between the subjects discussed 
and the recommendations of the Committee 
with regard to promotion of and funding for 
research projects. 


In order to achieve a more effective impact 
of the recommendations of the SEA/ACHR, 
linkages between WHO and the Directors of 
Medical Research Council or Analogous 
Bodies and Concerned Research Foci in the 
Relevant Ministries (RCs) were established 
in 1979. The aim was to strengthen the 
national bodies or organizations whose 
functions are to develop national policies, 
strategies and plans for health research and 
to coordinate, manage and promote research 
in the country. Governments have accordingly 
established MRCs in nine of the eleven* 
Member Countries in the Region. In this 
context, | would like to stress that the Regional 


Research Promotion and Development 
programmes, the SEA/ACHR and MRCs form 
a tripod in the research environment of 
Member Countries. The scenario, with 
the resultant interaction is very beneficial to 
health research and health development 
in the Region. 


It we look at the history of research 
in WHO, we find that it was mainly 
‘undertaken by headquarters. Following 
a World Health Assembly resolution in 
1974, the Regional Offices became 
involved. Consequently the Advisory 
Committee on Medical Research for 
South-East Asia Region was established 
in January 1976, and held its first session 
in the same month. | 


One of the important milestones in 
the history of health research was the 
adoption of a resolution on the Role of 
Health Research by the Forty-third 
World Health Assembly in 1990. 


The resolution called upon Member 
States, the international community and 
the research community to increase their 
respective commitments to the development 
of essential health research appropriate 
to national needs. The resolution took 
note of the important principle that 
national health policy should be based 
on valid scientific evidence and that 
such evidence requires health research. 
In other words, it emphasized the 


health research in 
promoting the health of the people. 
Following the adoption of this resolution, 
many activities conducive to the promotion 
of research have taken place in the 
Region. The following two deserve 
special attention: 


importance of 


The Regional Office developed 
The Appraisal of Health Systems 
Research - a framework for health 
systems research, in April 1991. This 
is a research instrument which can 
be used by researchers, national 
authorities, funding agencies and 
international agencies to stimulate 
and support the development of health 
systems research at the national 


and international levels. 


Revised health research strategies, 
for the South-East Asia 
were formulated and accepted by 
WHO on the advice of the 19th session 
of the SEA/ACHR in April 1993. 
These strategies provide continuity 


Region 


with change and will guide future 
WHO activities in the Region. It is also 
expected that they will form the 
basis for developing health research 
programmes in the Region. 


lt is important that we should harmonize 
the direction of ongoing and future 
different levels in the 


context of the present situation and 


research at 


expected scenarios. Here, | would like 
to reiterate our overall objective, which 
is to generate and apply knowledge 
that can contribute to the attainment 
of the goal of health for all through primary 


health care. 


During the 20-year existence of 
the ACHR, the Regional Office has 
helped Member Countries to strengthen 
their 
several mechanisms such as institutional 


research capabilities through 
strengthening grants for HSR, research 
grants, research training grants, visiting 
scientist grants, training courses on specific 
research subjects and research methodology 
and training materials, scientific meetings, 
consultancy services, fellowships, information 
support for health research literature, 
and the establishment of WHO Collaborating 
Centres. We now have research objectives 
and well-established health research 
strategies for the Region. The components 
of the tripod, i.e. the Regional RPD 
programme, SEA/ACHR and the MRCs, act 
as a medium and vehicle for promoting 
research for the development of conducive 
health conditions and situations for 
the people in the Member Countries. 
The important determining factor is 
research management or the overall 
modus operandi, which controls the degree 
of success, effectiveness and efficiency 
of research activities. It is time for 
us fo concentrate on this aspect to further 
facilitate our performance. 
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One aspect which is closely related 
to research management is health 
policy research. Its importance was 
highlighted by the Regional ACHR 
and also by the Global ACHR, and 
we should embark on it in a phased 
manner while going through the usual 
stages of the research process. 


In order to promote research activities 
in the Region through research management, 
it is worthwhile to look carefully at 
the following issues: the role of 
WHO collaborating centres; the mechanism 
for inter-country exchange of research- 
related experiences and knowledge; 
effective research grant support 
mechanisms; prioritization of researchable 
areas for different geographic regions 
and difterent disciplines; development of 
a critical mass of researchers utilizing 
a minimal amount of financial and 
other resources; simple and efficient 
mechanisms for utilization of research 
results; and development of career 
young 
researchers. These are some of the issues 
to be considered under the rubric of 


research management. 


ladders for scientists and 


As the members of SEA/ACHR are 
selected on their personal capacity and 
experience, they are free to exercise their 
intellectual capability without limits. 
Innovative ideas and effective suggestions 
arising out of the proceedings of the ACHR 


meetings are very useful for the RPD 
programme of the Regional Office. 


In conclusion, | am very pleased to state 
that the achievements emanating from the 
SEA/ACHR recommendations through 
out these years have had a strong and 
positive impact on the promotion of 
research activities in the Region. But we must 
not be complacent. The policy of structural 
adjustment increasingly being adopted 
by developing countries; the pressure 
on countries to privatize health services 
and effect cost recovery; the programme 


of action on reproductive health 
formulated in Cairo; and the recent 
Social which 
includes health as a part of development, 
have all brought forth new challenges. 


Intensification of 


Summit Declaration 


research activities 
and re-orientation of research priorities 
are therefore necessary to enable us to 
meet these new challenges. | am confident 
that, with the collective wisdom of 
ACHR members and with the spirit 
of partnership with Member Countries, 
these challenges will be met squarely 
and with success. 


——__f"|___-__ 
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Challenges in Health 


oday, at the threshold of the twenty- 

first century, the future should be our 

concern and common responsibility. 
As we focus on health, we can see a number 
of challenges. These are of significance to 
the world as a whole but are of special 
concern to the South-East Asia Region 
which is have to one-quarter of the 
world's population. 


During the past decade or so, a number 
of new diseases have emerged and a few 
old infectious diseases have resurfaced. These 
pose a considerable danger to the people, 
particularly to the poor who live in over- 
crowded and insanitary conditions. 


A. New, Emerging and 
Re-emerging Infectious Diseases 


The most dreaded of the new diseases is 
HIV/AIDS which is continuing to spread 
globally at an alarming and rapid rate. 
WHO estimates that every day, around 
6,000 people are infected by HIV. If the 
present trend continues, the global total would 
have more than doubled to an estimated 30 
to 40 million cases by the year 2000. During 
this decade and the next, the projected 
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deaths from AIDS may increase child mortality 
rates in some countries by as much as 
50 per cent, nullifying the gains made in 
child survival over the past two decades. 
The death of young parents, especially in 
the worstatfected countries leaves a terrible 
legacy of orphaned children for whom even 
the basic necessities of life can hardly be 
guaranteed. In early 1994, over 950000 
cases of AIDS had been reported by 187 
countries. But reporting, as we all know, is 
not always accurate, and WHO estimates 
that over four million people may 
have actually developed AIDS since the 
start of the epidemic. 


Of the old scourges of mankind, cholera, 
both its classic strains and new varieties, 
continues to be a maior public health problems 
in the world. The tragedy of its heavy toll 
among the Rwandan refugees in Africa 
recently dramatically illustrates how 
devastating this disease can be when 
it affects areas hit by natural disasters, political 
or social unrest or war. 


Foodborne outbreaks of severe bloody 
diarrhoea accompanied by kidney failure 
affect several countries of the Americas and 


Europe due to Escherichia coli 0157:H7. 


Dengue, and its severe form, dengue 
haemorrhagic fever, now affect thousands of 
children each year in the tropicals including 
SouthEast Asia. Tuberculosis is re-emerging 
as one of the most widespread infections and 
a leading cause of death. Its incidence is 
expected to increase dramatically because 
of the increase in HIV infections. 


As the recent outbreak of the age-old 
scourge of plague in India confirmed, this 
dreaded disease still continues to affect 
countries in the South-East Asia Region. 


Hantavirus pulmonary syndrome is a 
completely new disease that was first 
recognized in the southwestern states of the 
United States of America in 1993. It is now 
known to occur in several other places in the 
Americas and is likely to affect the countries 
in this region. 


These are only a few of the more important 
infectious diseases that affect this Region. The 
risk of death from these and other diseases is 
markedly increased under such conditions as 
poverty, malnutrition, unhygienic living 
conditions, unemployment and lack of health 
care services. 


Emerging infections are not restricted, 
however, to dramatic epidemics of new 
or resurgent diseases, as common bacterial 
pathogens regularly develop resistance 


to antimicrobial agents, thereby creating 
new challenges in disease treatment. 
Many strains of gonococci are multidrug: 
resistant, as are the strains of staphylococci 
and pneumococci. Such resistance is a 
dangerous and costly proposition throughout 
the world, especially in the developing 
world where routine susceptibility testing 
may not be commonly practiced, and new 
antibiotics may not be readily available 
or affordable. 


Specitic steps should be taken to ensure 
that a plan is established to combat emerging 
infectious diseases. Four specific objectives 
are proposed to serve as a foundation 
for such a plan: 


1) Surveillance of infectious diseases should 
be strengthened. This should include 
ensuring that national surveillance 
networks are in place, and that diagnostic 
laboratories capable of identifying 
common pathogens are available. There 
is also a need for information to be rapidly 
exchanged nationally, regionally and 
internationally. To this end, greater use 
of WHO collaborating centres should 
be made by all countries. 


National and international infrastructures 


2 


— 


should be established to recognize, report 
and respond to new disease threats. 
Specific examples of tasks for these 
infrastructures would be the strengthening 
of national, regional and international 
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laboratory capabilities and measures 
to ensure that reference centres are 
available and prepared to assist. in 
making difficult diagnoses; promotion 
of training opportunities and technology 
transfer among collaborating and 
reference centres, and streamlining 
of communications among collaborating 
centres and health institutions. 


Applied research must be developed 
turther to focus on the practical problems 
of public health, such as diagnosis, 
epidemiology and prevention of 
infectious diseases. Specific tasks could 
include development of inexpensive 
diagnostic tests suitable for use in 
peripheral areas, establishment and 
maintenance of quality assurance 
programmes, and evaluation of standards 
for basic public health action focused 
on disease prevention. 


International capacity for infectious 
diseases prevention and control should 
be strengthened and specific guidelines 
for the prevention and control of 
new or re-emerging zoonotic, parasitic, 
viral, bacterial, foodborne and other 
diseases should be prepared, evaluated, 
disseminated and implemented. Suitable 
recommendations should be developed 
and implemented in order to reduce 
the effects of anti-microbial resistance 
fo. a minimum, and to improve the methods 
of communication and dissemination of 
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information to ensure that these guidelines 
reach the appropriate target groups. 


B. Health as an Integral Part 
of Development 


During the past twenty years, we have 
witnessed major socio-economic, political, 
demographic and environmental changes. 
Many of these changes have been 
accompanied by rising expectations about 
the individuals’ basic rights to better 
education, higher per capita income and a 
better quality of life, of which health is an 
important aspect. 


In many countries, better economic growth 
has helped to strengthen the health 
infrastructure and bring about improvements 
in health, education and housing. 
Concurrently, some aspects of economic 
growth have also produced ill-health as 
manifested by chronic diseases, social 
alienation, substance abuse, violence and 
suicides. We are facing challenges due to 
changes in social values, and because health 
development is not progressing at the same 
pace as economic opportunities. Thus, 
people may be living longer but not 
necessarily better. We need to realize that 
though economic growth may be vital, it is 
not a sufficient condition for improving the 
quality of life, particularly of the most 
vulnerable sections of the population. Thus. 
in order to bring about an overall 
improvement in the quality of life of the 


people, economic growth must be balanced 
by improvements in health and education, 
particularly women's education. Here, it is 
imperative that we, as health professionals, 
provide strong leadership in bringing health 
into the mainstream of social development. 


C. Privatization and 
Market Mechanisms 


The reshaping of political systems the 
world over has resulted in the dismantling of 
old political and economic structures. One 
marked feature of this change has been the 
worldwide trend towards an open-market 
economy. Greater economic efficiency is 
sought through modernization, which often 
brings with it increased inequity and 
inequality. In many countries, market reforms 
have resulted in high social and human costs 
that 
unemployment leading to deterioration of 
health. 
atfected by their inability to purchase private 


have intensified poverty and 


Not only are the poor severely 


health care, even the relatively rich find 
the cost of private care, often fuelled 
by over investigation and over treatment, 
unaffordable. 


High social and human costs resulting 
from market reforms are especially relevant 
when we examine the change from a centrally- 
planned economy to a market economy. 
While the democratic system is still in its early 
stages in many of our countries, the danger 
lies in the State relinquishing responsibility 


for establishing norms and standards, leading 
to a weakening or total absence of 
mechanisms for control and supervision. This 
affects all sectors, but has a particular 
impact on health standards and the 
quality and cost of health care. The 
governments have a critical role to 
play in this process of privatization and 
free marketing. 

1) Government as __ policy-maker 
and regulator 


Governments are responsible for setting 
national health priorities and determining 
the means by which national health 
objectives can be achieved. While 
developing policies for the private/public 
mix in the delivery of health services, 
governments are aware that markets, 
especially in the health sector may not function 
according to the model of perfect 
competition. They must, therefore, assume 
responsibility to ensure equitable access to 
health care by all, especially those who are 
unable to purchase it. Available evidence 
indicates that policies to change financing 
patterns through health insurance and user 
charges, and an increasing reliance on the 
private delivery of health care, tends to 
disadvantage most the poor, the elderly, the 
dependent child and the disabled. 
Governments will need to ensure greater 
consumer protection by encouraging and 
supporting professional bodies to regulate the 
conduct of their members. 


149 


2) Government as a source of information 


In order for governments to enhance their 
regulatory role, access to accurate 
information is essential. Knowledge about the 
private providers, professionals and ethical 
behaviour and its determinants would 
constitute the basic information when 
designing and enforcing a regulatory system. 
Lack of this information would hinder the 
proper functioning of the health care market. 


3) Government's advocacy role for 
implementation 


Governments also have an important 
advocacy role through the evaluation of 
changes in health financing and health 


provision. They can review the experiences 
of other countries and analyze situations, as 
these may contain valuable lessons in 
informed decision making. 


Governments can carry out studies and 
assess needs, community resources, 
manpower and technology alternatives and 
the impact of such interventions. 


In this brief overview, only a few of 
the global health challenges and those 
of particular concern to the SEA Region 
have been covered. WHO is ready 
to collaborate with its Member States in 
facing these challenges. Professional bodies 
such as yours also have a role to play 
in this onerous task. 


——_f}_—_ 
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PROMOTION AND PROTECTION 
OF HEALTH CARE 


Health Promotion and 
Health Education 


s you may be aware, WHO, in the 

past few years, has been laying 

increasing emphasis on the areas 
of health promotion and health education. 
The reasons for this are not far to seek. 
As the World Health Report 1996 so 
clearly states, out of about 52 million 
people who died in 1995, more than 
17 million were killed by infectious 
diseases. And, as we all know, most of 
these deaths were preventable. This is 
where we, as health promoters, educators 
and communicators have to play a more 
effective role. We have to redouble our 
efforts so as to enable people to lead 
healthier and more productive and 
satistying lives. 


If one looks back to 1977 and 1978, 
the years which saw the birth of the 
movement for health for all and the call 
for primary health care as the key approach 
to achieving this goal, we find that we have 
come a long way in improving the health 
status of the people. 


Yet, in many other spheres, we still find 
the gaps between the haves and have-nots 
particularly in the area of accessibility of 
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cation, SEARO, New Delhi, India, 27 - 30 August, 


health care widening as never before. | am 
sure that this Consultation will help in finding 
some ways of bridging these gaps and in 
suggesting appropriate approaches for 
promoting health on a wider scale. 


Health promotion received a big boost 
following the first International Conference 
on Health Promotion in Ottawa, Canada, in 
1986. In fact, it set in motion a series of 
activities, globally, which resulted in health 
promotion receiving the necessary thrust and 
focus. It was at this Conference that 
the Ottawa Charter for Action was adopted 
in order to achieve health for all by the 


year 2000 and beyond. 


Health promotion has been defined as 
the process which enables people to increase 
their control over, as well as improve, their 
health. Health is, therefore, seen as a vital 
resource for everyday life. But, at the same 
time, health promotion should not be seen as 
the responsibility of the health sector alone. 
Health promotion goes beyond healthy 
life-styles to include the general well-being 
which necessarily involves several 
other sectors like education, industry, 


agriculture and social welfare. 
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1996. 


Health promotion also focuses on 
achieving equity in health, in ensuring that 
the underserved and underprivileged are not 
left out. This also brings us to another 
important aspect of - health the issue of 
empowerment. People obviously cannot 
achieve their tullest health potential unless they 
are able to take control over facets that 
determine their health. This applies equally 
to women and men. In fact, | would say that 
it is vital to keep the health needs of women 
and girls uppermost in our minds if we want 
a healthy future for all. 


At the International Conference on Health 
Promotion held in Adelaide, Australia, in 
1988, the focus was on healthy public policy 
and on the value of health. Among the 
Conterence's recommendations was the call 
for new efforts to integrate the economic, 
social and health policies. As a result, the 
third International Conference held in 1991, 
at Sundsvall, Sweden, while calling 
for supportive environments for health, 
recognized that everyone has a role in 
creating the same. 


As a fiting sequel to the above events, a 
WHO/UNESCO/UNICEF Consultation on 
Strategies for Implementing Comprehensive 
School Health Education and Promotion 
Programmes was held in Geneva in 
November 1991. A Regional Consultation 
for SouthEast Asia was also organized in 
1992. As a result of these activities, 
comprehensive school health programmes, 


arresting the 


as a means of promoting the health of 
school children, have been strengthened 


in the Region. 


However, the vital interface between 
schools and communities still needs to be 
developed fully. In order to achieve this, 
serious efforts must be made to develop 
health promoting schools which could act as 
an effective mechanism for improving 
the social, physical and psychological 
environment of school children as well as 
the communities they are part of. 


A pilot project on health promoting 
schools is currently under way in Thailand. 
The results, we are hopeful, would be a 
valuable input for a regionwide health 
promoting schools initiative. 


The theme for this year's World Health 
Day celebrations, "Healthy Cities for Better 
lite", served as the entry point for more 
comprehensive interventions aimed at 
rapidly deteriorating 
environmental conditions in our major cities. 
lam happy to note that the Healthy Cities 
approach has been fully adopted by at 
least three Member Countries, namely 
Bangladesh, Sri Lanka and Thailand, 
and we look forward to more countries 
implementing this approach by the 
turn of the century. 


Further, three of our most populous 
countries, India, Bangladesh and Indonesia 


are participating in the VWWHO Megacountry 
Network Project that seeks to build the health 
promotion capacity of these countries through 
an emphasis on networking so that the 
participating countries would benefit mutually 
from each other's expertise. 


As we move into the 21st century, we 
need to concretize our achievements 
in health. This can be done by making 
health promotion an effective tool with 
which to respond to the ever increasing 
socioeconomic, political and demographic 
factors which have had, and will continue to 
have, a tremendous impact on the health 
of our people. 


It is in this context that | am very happy to 
share with you the information, that the Fourth 
International Conference on Health Promotion 
will be held in Jakarta, Indonesia, in July 
1997. This will be the first time that such a 


Conference will be held in Asia, and | am 


very happy that our Region has been selected 
as the venue. 


The objectives of the Conference would 
include the review and evaluation of the 
impact of health promotion. The identification 
of innovative strategies for achieving success, 
as well as facilitating the development of 
partnerships in this important area in 
order to meet global challenges will 
also be covered. 


Although health promotion is still to be 
further strengthened and developed in this 
Region, there is a lot we can share. This 
includes the knowledge about the daunting 
socioeconomic and cultural factors which 
dictate the parameters of health promotion, 
rightful 
place that health should occupy within the 


and our vision as to the 


whole gamut of development. 


A 


Caring for the Elderly 


he subject of the workshop 

Psychogeriatrics and Care of the 

Elderly - is a very relevant and timely 
initiative in our Region. With the worldwide 
phenomenon of "greying of nations", the 
absolute number and proportion of the elderly 
persons is steadily increasing in almost all 
countries, including those in the South- 
East Asian Region. 


lt is estimated that, by the end of this 
decade, sixty-one per cent of the elderly 
population in the world will be living in 
developing countries. This would mean 
a 2.4 times increase over that of the 
early 1980s. The growing population of 
the elderly people is considered to be a 
consequence of socioeconomic growth 
and improved health care. Yet, at the same 
time it presents a great challenge to the 
social welfare and health care systems 
in developing countries, which are 
still preoccupied with the age-old 
problems of poverty, malnutrition and 
communicable diseases. 


This challenge is much greater in 
South-East Asia in the context of the 
current demographic transition. 
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The South-East Asia Region of WHO 
comprises nearly one-fourth of the world's 
population. According to UN estimates, in 
1980, around five per cent of the population, 
or roughly 53 million people, in this Region, 
were aged over 60 years. Now, within a 
decade, the proportion of the elderly has 
increased by one per cent in most of 
the countries. Projections for the year 
2025 indicate that the elderly will constitute 
11.4 per cent of the total population, or about 
226 million people. This could mean an 
increase of over 400 per cent in the 
elderly population between the years 


1980 and 2025. 


Elderly people face many problems 
related to decreasing levels of activity, 
economic hardship, changing social values, 
loosening family ties, physical and mental 
illness, and various disabilities which become 
increasingly common with growing age. 


Studies reveal that around 45 per cent of 
the elderly suffer from one or more of chronic 
diseases, and 8.9 per cent of them have 
mental disorders with depression topping the 
list. Their feelings of worthlessness, guilt, 
anxiety, loneliness, helplessness and 
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powerlessness are often ignored, or 
mistaken for symptoms of early dementia. 
Moreover, even the severe forms of 
mental diseases among the elderly, such 
as schizophrenia, rarely get medical 
care, although appropriate intervention 
may moderate their course. In the very 
old, the prevalence of dementia is 
increasing strongly. With increasing 
severity, dementia can pose a great 
burden on caregiving family members. 
And since there is very little that we can 
do to treat or stop the progression 
of dementia, we will have to focus, in 
these cases, on providing support to 
the caregiving family. 


In recognition of the urgent need 
for establishing and strengthening facilities 
for the care of the elderly, WHO has 
developed a general framework which 
calls upon Member States to include 
an elderly health component in their 
national health-for-all" strategies and 
make provisions for it within their national 
health plans, taking into consideration 
their priorities and specific needs. 


With this framework at hand, the VWWHO 
Regional Office for South-East Asia has 
undertaken several measures for the 
improvement of the health of the elderly 


which include 


® collection and dissemination of data on 


the social. economic and health status 


Ul 


of the elderly in the countries of the 
South-East Asia Region as well as 
organization of studies at country 
and inter-country levels; 


¢ promoting formulation of national 
policies and strategies for health care 
of the elderly, including psychogeriatric 
aspects, and 


* support to national elderly care 
programmes and establishment of 
institutions of excellence in gerontology 
and psychogeriatrics. 


The elderly have special health 
and social needs. For these to be 
recognized and met will require active 
involvement of the community, family 
members, and the health care and 
social welfare system. In developing 
countries such as ours, where resources 
for health care and for social welfare 
schemes are scarce, most of the 
burden of care for the elderly rests 
with the family. We may ask ourselves 
in this context what do we mean by 
community-based services? ls it just 
that we romanticize into community care 
such services as exist in industrialized 
countries, like meals on wheels, general 
health insurance, day care centres, housing 
schemes, etc.e Must it be that we 
leave a family to their devices if they 
have a depressed or demented elderly 
in their caree We tend to felicitate 


ourselves for the system of extended 
families and social values of mutual caring 
in Asia. But we have to ask ourselves 
seriously whether we are not at the risk 
of overstressing this point to justify inaction 
on the part of health and social services. 
We certainly have to find ways to support 
the caregiving families better. 


It is obvious that institutional care of 
most of the mentally ill elderly persons 
is neither feasible nor desirable in the 
context of regional countries. We, therefore, 
continue to advocate a shift from institutional 
care to community and home care. 
Such a focus, however, requires support 
‘to the care-givers at home as well as 
training of primary health workers in the 
knowledge and skills necessary for effective 
home care. It also requires incorporation 
of psychogeriatric components into the 
existing PHC infrastructure, including 
strengthening of referral support and 


crisis intervention system at various levels 


of health care delivery. 


It is well recognized that good 
health, including good mental health, 
in old age is cultivated and maintained 
through a physically and mentally active 
and otherwise healthy lifestyle. Therefore, 
promotion of a healthy lifestyle throughout 
the life span, especially among the 
"young old", is a very important preventive 
component in developing geriatric 
and psychiatric care. Again, persons 
who remain healthy until old age 
will have many options for social 
and economic participation. In turn, an 
active retired life arranged, for example, 
by an elderly self-help organization, 
keep many of the 


could away 


psychological problems which are 
faced by old persons. Programmes for 
psychogeriatrics need to be developed 


with these concerns in mind. 
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Nutrition 
Research-cum-Action Network 


would like to present a brief overview of 
nutritional research in the Region and 
WHO's role in its promotion. 


Significant improvements in human 
development have taken place worldwide 
since 1960. However, this global picture 
hides the fact that conditions in some of the 
countries, or among population groups within 
countries, have improved at a much slower 
pace than in others or not at all. Global 
improvements can be documented in 
availability of food, higher literacy, better 
water supply and sanitation, reduced infant 
mortality and improved nutritional status of 
women and children. To find solutions to the 
disparities that exist among countries, 
WHO's nutrition research programme must 
answer the question as to why certain 
countries or communities do better than others 
in similar socioeconomic conditions. Answers 
to this question will go a long way in 
protecting and promoting healthy nutrition 
from conception to infancy and through 
adolescence to adulthood by increasing 
awareness of the main types and causes of 
malnutrition, and their effects on the human 
organism. They will also help in finding the 
means to overcome those courses through 
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operational research. WHO is supporting 
countries to improve their technical and 
managerial capacities to detect, prevent and 
manage malnutrition through the application 
of costeffective approaches. 


Although our ability to influence the course 
of nutrition research is limited in financial 
terms, the Organization is well placed to play 
a catalytic and sensitizing role on important 
nutritional issues in the Region and in 
promoting and supporting research. It can 
also act as a facilitator to encourage 
multilateral and bilateral agencies to increase 
their allocations for nutrition research in the 


countries of the Region. 


Despite the efforts made through 
community-based operational research, 
malnutrition and inadequate and unsafe 
food still remain major problems for 
hundreds of millions of people in our 
countries. Protein energy malnutrition (PEM), 
which stunts human growth, affects millions 
of children worldwide, 79 per cent of 
whom live in South East Asia. In addition, 
the three micronutrient deficiencies of iodine, 
vitamin A and iron are the other main 


causes of undernutrition. 
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Recognizing the magnitude of 
the problem, global goals were set 
following the International Conference 
on Nutrition, convened jointly by WHO 
and FAO in Rome in December 1992. 
These are also WHO's goals for its Ninth 
General Programme of Work to reduce/ 
eliminate various forms of malnutrition 
by the year 2000. These are: (a) reduction 
of severe and moderate malnutrition 
among undertive children by half of the 
1990 levels: (b) reduction to less than 
10 per cent or virtual elimination of iodine 
deficiency disorders; (c) virtual elimination 
of vitamin A deficiency and its consequences, 
including blindness, and (d) reduction of 
iron deficiency anaemia. 


In view of the situation currently prevailing 
in the Region, WHO's nutrition research 
programme focuses primarily on community- 
based action research within the existing 
framework of primary health care. WHO 
uses several methods to promote research 
activities. Some of these are: 


- Develop effective national nutrition action 
research programmes. 


- Strengthen nutritional research 


capabilities. 
Provide research training grants. 


Provide grants for experienced workers 
to visit other institutions. 


158 


Commission or encourage research on 


specific problems. 


Recognize selected national institutions 
that participate in activities with WHO. 


Designate WHO collaborating centres 
and promote networking. 


From a regional perspective, there are 
six key areas from which caretully-selected 
high-priority nutritional researeh issues are 
to be identified. 


These are: 
- Nutrition surveillance. 
- Maternal nutrition and low birth-weight. 


- Infant and young child nutrition in order 
fo prevent malnutrition. 


- Micronutrient deficiencies (iodine 
deficiency disorders, vitamin A deficiency 
and nutritional anaemia). 


- Some biological research relating to 
energy and nutrition requirements. 

- Nutritional indicators and standards and 
family nutrition studies, including 
behavioural aspects. 


The WHO regional nutrition research 
programme endeavours to ensure that 


the priority issues within these area 
are addressed. 


WHO/SEARO has been supporting 
nutrition research for many decades, the 
results of which have contributed substantially 
to policy formulation and actions by 
governments, particularly in iodine deficiency 
disorders and vitamin A through nutrition 
interventions in the context of primary 
health care. 


Despite the progress achieved so far, the 
problems of malnutrition remain very acute 
in the Region. Thus, the comprehensive 
research-cum-action programme being 
developed for the Region as part of the global 
programme needs to address the specific 
problems of Member Countries. It provides 
an opportunity to suppert countries to use their 
own expertise to implement integrated and 
sustainable nutrition activities. WHO 
collaborating centres can play a key role in 
strengthening country resources in nutrition 
in terms of information and technical services 
and in research and training in support of 
national health development. 


We are pleased that the Nutrition 
Research-Cum-Action Network has, with 
technical assistance from SEARO, been able 
to conduct action research over the past years 
on such subjects as weaning foods to 
overcome protein energy malnutrition in 
young children, consumption of vitamin A rich 


foods to reduce prevalence of vitamin A 
deficiency, and iron deficiency anaemia in 
pregnant women. 


| am indeed happy to note that the 
SEA Nutrition Research-cum-Action 
Network has performed commendably 
in conducting research relevant to the needs 
of the Region in the line with the ICN goals. 
| hope the findings of these research 
activities will be appropriately disseminated 
and applied effectively in nutrition 
programmes, not only in this Region but also 
in other regions. 


The task of the Network needs to continue 
at an accelerated pace. It is the beginning 
of yet another decade of challenge to combat 
malnutrition. The Network also has the 
responsibility of seeking possible 
collaboration with WHO collaborating 
centres in other regions with similar 
understand that the Network 


proposes to plan for future studies, which, 


interests. | 


| hope, will also include priority topics 
such as multi-centre studies on "Infant and 
young child feeding" and "Family and 
individual household food availability". 


| would like to reaffirm that WWHO/SEARO 
will continue to support the Network's role 
in identifying key areas for action to 
address regional nutrition problems in order 
to achieve a better health status for the 
people of the Region. 
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Vaccinology & Immunobiology 


accinology and vaccines are central 

to the strategy for achieving the goal 

of Health for All - a goal which is 
reachable through the concerted efforts of 
governments, peoples, international 
agencies, non-governmental organizations, 
and most importantly, of the scientific 
fraternity. The contributions of scientists, 
especially in the fields of immunology, cell 
biology and molecular biology, have led to 
significant advances in the development of 
improved vaccines currently used in 
immunization programmes and in the 


development of new vaccines. 


It is well accepted that immunization is 
the most cost-effective tool in the health care 
system. This has been amply demonstrated 
by the eradication of smallpox from the world. 
We are also now going through the exciting 
stage of eradication of another disease - 
poliomyelitis - which used to cripple millions 
of children annually, and has now 
disappeared from the entire American 
continent, and from several countries in other 
continents. In our South-East Asia Region only 
A out of 10 countries are reporting polio 
cases, and that too in vastly reduced numbers 
compared to 1984, and indeed, even last 
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year. These countries have launched 
supplementary immunization programmes 
such as National Immunization Days, and | 
am confident that by 1998, no more cases 
of poliomyelitis will occur in these countries. 
The, programme for neonatal tetanus 
immunization in the Region is the best in the 
world, with a coverage of about 80% under 
the routine EPI programme. We hope that 
we will shortly achieve our target of 
elimination of neonatal tetanus. Measles too 
is under control, with reduction in morbidity 
and mortality. The incidence of diphtheria 
and pertussis has also been declining 
steadily. Thus we can see that the 
immunization programme has been a 
remarkable success in our Region. 


If we examine the vaccines with which 
we have achieved these successes, we find 
that they are what one would call "primitive" 
vaccines. DPT, polio and measles vaccines 
are all "firstgeneration" vaccines which have 
been in existence for several decades. If such 
successes could be achieved with first 
generation vaccines, imagine how much 
more could have been achieved with the use 
of improved vaccines produced through 
advances in biotechnology. 


y & Immunology, New Delhi, India, 14 December, 1995. 


The biotechnological revolution 
has provided an unprecedented opportunity 
to produce new and improved vaccines 
and literally, hundreds are now under 
development. Most of them relate to 
communicable diseases. Each of the 
current EPl vaccines has scope for 
improvement - a better BCG with greater 
efficacy, a pertussis vaccine with less 
side-effects, polio vaccines that can 
withstand changes in storage temperatures, 
or a measles vaccine that can be 
effective when given at birth or in early 
infancy. Efforts are on to develop improved 
vaccines in each of these areas, but the 
slow pace and high costs involved are 
impeding their playing an effective role 
in the immunization programmes. Research 
on a heatstable polio vaccine is on the 
verge of fruitful completion. The vaccine, 
however, may no longer be relevant to 
the programme since, within a short span, 
polio should cease to be a public health 
problem. The acellular pertussis vaccine 
has been shown to be significantly more 
effective than the whole-cell vaccine in 
recently reported trials in Sweden and 
Italy. However, the very countries which 
may benefit most from the vaccine - the 
developing countries - may not be able 
to use it in their programmes because 
of the high cost. 


WHO has helped Mahidol University 
in Thailand to develop an effective 


vaccine against dengue. The vaccine is 


now likely to be made available 
commercially. How widely this vaccine 
is used in the countries of the Region 
remains to be seen. Hepatitis B vaccine 
has been recommended for use in EPI in 
all countries by 1997; however, it may 
take several years before a significant 
coverage is achieved in developing countries. 
At a recent Intercountry Meeting on 
Vaccines in Delhi, India's requirement 
of hepatitis B vaccine was assessed at 
100 million doses per year. Even at a 
low UNICEF price of 75 cents a dose, 
the cost of the vaccine along would be 
75 million dollars, which the programme 
can ill afford at a time when the resources 
of the Health Ministry are directed 
towards eradication of poliomyelitis. 


This brings us to the important issue 
of cost of vaccines. The cost of research 
and development of vaccines is high, 
and science and industry cannot afford to 
invest in this area unless the developmental 
costs can be recovered. The various steps 
in development, including formulation of 
a vaccine, its- pre-clinical laboratory and 
animal experimentation, various phases 
of clinical trials including adverse reactions 
and efficacy - all add to the cost. Extended 
trials not only need money, but also 
indirectly contribute to cost overruns due 
to the lock-in period of investment. These 
issues surfaced at a meeting on Children's 
Vaccine Initiative held recently in Sao 
Paolo, Brazil. There was general consensus 


that the quality of vaccines should not be 
compromised in efforts to reduce the cost 
of research and development. Is there 
any scope for devising newer indicators 
of efficacy that would help in providing 
quick answers regarding the efficacy of 
new vaccine? ls it also possibie to procure 
the new vaccines at cost price from the 
manufacturers so that developing countries 
may use them? This procedure is already 
in vogue for EPI vaccines under the 
Vaccine Independence Initiative, and can 
perhaps be extended fo newer vaccines. 
WHO is also committed to assisting 
Member Countries in attaining vaccine 
self-sufficiency and adopting procedures 
tor efficient supply of vaccines. WHO is 
helping in the formation of a Consortium 
of Vaccine Manufacturers to enable 
countries to achieve self-sufficiency in 
vaccine production and supply. The 
countries would need to ensure accurate 
forecasting of vaccine needs, accurate 
financing for vaccine supply, efficient 
procurement of vaccines of good quality, 
and their distribution to the periphery 
and administration to the target groups. 
In addition, WHO will help countries 
to establish effective National Control 
Authorities to ensure the quality of vaccines. 
The South-East Asia Region is also formulating 
a Regional Control Network which will 
assist in vaccine quality control and 
assurance. Further, there will be assistance 
from the International Vaccine Institute in 
Seoul in ensuring quality control of vaccines. 
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You are welcome to utilize the machinery 
of the National Control Authority and the 
Regional Control Network. You will need their 
help if and when you have a promising 
candidate vaccine. This brings me to the next 
question: What is a promising "vaccine"? 
| can only give you some guidance on the 
basis of what | have seen over the years in 
the field of vaccinology. 


| would urge you to pay special 
attention to assessing the future vaccine 
needs of countries in our Region. Apart 
from the need for a vaccine for 
human fertility control, there is a need 
tor development of vaccines against 
communicable diseases. Diseases that have 
high morbidity deserve priority. Generally, 
your aim must be to develop vaccines that 
are likely fo find a place in the immunization 
programmes. A vaccine that cannot be 
used and sits on a shelf is a waste of 
opportunity, money and precious time. You 
have the advantage that clinical trials in 
developing countries cost much less than in 
technologically advanced countries. It 
should, therefore, be possible to develop 
new vaccines in developing countries at 
relatively less cost. | would also urge you to 
pay special attention to the development of 
a work plan to ensure the availability of 
the vaccine while the disease is still a 
public health problem. The utility of the 
leprosy vaccine is considerably less 
today, since control of leprosy through 
chemotherapy is highly successful. Timely 


development and availability of a vaccine at for Health For All. WHO will endeavour 


a time when it is needed is essential. to provide technical assistance to you 


and the countries in harnessing 
bitechnology for the production of 
better and newer vaccines for better 
health of mankind, and especially children. 


| have no doubt that the national 
governments will support your efforts 
to help in the attainment of the goal 


fi }—— 
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Iron-Deficiency Anaemia 


e are all aware that iron- 

deficiency anaemia is, by far, 

the most common nutritional 
cause of anaemia and is a problem of serious 
public health significance. It is also perhaps 
the most prevalent nutritional problem 
globally, affecting an estimated 2000 million 
people in developed and developing 
countries combined. Young children, 
pregnant women and women of reproductive 
age are especially vulnerable to anaemia. |t 
is estimated that 58% of pregnant women in 
developing countries are anaemic. This results 
in infants being born with low birth weight 
and becoming vulnerable to disease. An 
earlier VVHO assessment has indicated that 
51% of children aged under five years in 
developing countries are anaemic. 


These figures indicate an alarming 
situation. lron-deticiency and anaemia due 
to other causes have profound negative 
effects that include increasing maternal and 
newborn mortality, impaired health and 
development of infants and children and 
impaired immune mechanisms. It also results 
in limited learning capacity, and in reducing 
the working and productive capabilities of 
those affected. lron-deficiency anaemia thus 
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has a significant negative impact on 
individual and national development. 


It is apparent that prevention, correction 
and elimination of iron-deficiency anaemia 
in South-East Asian countries is crucial and 
needs to be targeted to the priority groups 
comprising pregnant women, women of 
reproductive age and young children. 


Recognizing the magnitude of the 
problem, the International Conference 
on Nutrition (ICN) held in Rome in 1992 
adopted the World Declaration on 
Nutrition, in which iron-micronutrient 
deficiency was included as one of the 
priority areas for action. 


| would like to emphasize that iron- 
deticiency anaemia which is predominant in 
the Region, can occur due to several 
etiological factors. These include a low 
dietary intake of iron and/or other nutrients, 
poor bio-availability of iron in the diet, 
parasitic infections including malaria, other 
infections and inflammatory processes, and 
certain socio-economic determinants etc. 
The assessment of the relative role of the 
various factors stated here, in the causation 


Intercountry Workshop on lron-Deficiency Anaemia, Institute of Nutrition, Mahidol University, 
Slaya, Thailand, 11 - 14 December, 1995. 


of anaemia, would be important in 
determining the strategies for its control. 


Although efforts have been made since 
the ICN to improve the situation of other 
nutrient deficiencies, iron-deficiency disorders 
have not received adequate attention in the 
SouthEastAsian countries. It was therefore 
not surprising to note that in the recent 
regional update the situation does not reveal 


a change in the prevalence rate of 
iron-deficiency anaemia. With this in view, 
and in the light of the regional workshop 
on ICN follow-up on implementation of 
National Plans of Action for Nutrition held 
in New Delhi last month, | believe that 
this workshop is indeed timely in the 
context of the march towards the goal 
of elimination of iron-micronutrient deficiency 
in Our region. 


——_}—__——__ 
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Reproductive Health Strategies 


n accordance with the VWWHO definition 
presented to and accepted with slight 
modification by the 
Conference on Population and Development 
in Cairo in 1994, reproductive health is a 


International 


state of complete physical, mental and social 


well-being and not merely the absence of 


disease or infirmity, in all matters relating to 
the reproductive health system and to its 
function and process. 


Reproductive health is a component of 
general health and a central feature of health 
during childhood, adolescence and 
adulthood, and also health beyond the 
reproductive years for both women and men, 
which influences the health of the next 
generation. The health of the newborn is 
largely a reflection of the mother's health and 
nutritional status and of her access to health 
CONS Services. 


The World Health Assembly has 
recognized the public health importance and 
social and economic aspects of reproductive 
health within the framework of primary health 
care including family health. It has resolved, 
inter alia, to strengthen the Safe Motherhood 
Initiative to ensure essential maternity and 


emergency obstetric care; enhance quality 
assurance of midwifery care and clean 
delivery practices; enhance family planning 
for the prevention of unsafe abortions; 
and improve collaboration among MCH/ 
FP, nutrition and family life education 
programmes. 

Conference placed 


The 
reproductive health high among the 


Cairo 


programmes of national governments, 
international organizations as well as NGOs. 
The most significant achievement of the Cairo 
Conference was to place people right at the 
centre of development efforts, with particular 
emphasis placed on reproductive health. 
Various interventions have been recognized 
tor enhancing reproductive health and 
promoting reproductive rights instead of 
aiming exclusively at population policies and 
fertility control. The Conference also 
emphasized the need for empowerment of 
women, involvement of women and young 
people in the development and 
implementation of programmes and services 
reaching out to the poor and the marginalized 
groups. A greater responsibility for 
reproductive health on the part of men was 
particularly called for. 


Technical Consultation on Development of Reproductive Health Strategies in SEAR Countries, 
SEARO, New Delhi, India, 31 October - 3 November, 1995. 


It is heartening to note that reproductive 
health almost dominated the historic Women's 
Conference held recently in Beijing. The 
concept of reproductive health as a central 
component of women's development has 
received overwhelming support from all 
sectors including governments, NGOs, 
women's groups as well as international 
agencies. This development in itself is a 
landmark towards the attainment of 
reproductive health. 


The challenge before us now is to take 
advantage of these positive international 
developments and utilize the opportunity to 
form alliances with all partners and respond 
to the needs of the countries in translating 


One of the 


these concepts into action. 


prerequisites for effective action at the country 
level is the national ownership of the 
Programme. For this reason, global 
reproductive health strategies must be 
translated into practical approaches which 
are consistent with national situations and 
priorities as well as the resources available 
at the country level. 


The WHO Regional Office is ready to 
provide technical support to Member 
Countries in order to enable them to 
operationalize the concepts of reproductive 
health into effective action programmes. This 
will require shared understanding of the 
concepts and complementarity in the 


approaches and actions by governments, UN 
agencies and NGOs. 


fr ——-- 


167 


Reproductive Health Approach 


ver the past few decades, 

there have been spectacular 

Improvements in the health status 
of the people, which are reflected in reduced 
morbidity and mortality and increased lite 
expectancy all over the world. However, the 
fruits of development have not benefited all 
segments of the population. Inequity in health 
is strikingly evident in several situations. The 
rural populations and the urban poor, and 
women in general have much less access to 
health care than their counterparts. Our goal 
of health for all cannot be attained unless 
these inequities are corrected. VWWHO's new 
approach to reproductive health is directed 
at removing gender inequality. Females 
constitute half of the world's population. 
Efficient reproductive health care would not 
only help correct the gender inequality, but 
would also result in better quality of health 
care. Since as family physicians you have 
considerable scope for participation in the 
new strategy, | would like to speak in 
some detail about the new reproductive 
health approach. 


Reproductive health is now recognized 
as a crucial part of general health and a 
central feature of human development. 


WHO's strategy for reproductive health has 
been formulated following the deliberations 
of the International Conference on Population 
and Development held in Cairo in 1994. 
Reproductive health covers the entire life span 
of the individual. It is a reflection of health 
during childhood, adolescence and 
adulthood. It sets the stage for health beyond 
the reproductive years for both women 
and men and affects the health of the 
next generation. 


The components of reproductive health 
include programmes such as family planning, 
child health, adolescent health, immunization, 
nutrition, treatment of acute respiratory 
diseases and diarrhoeal diseases, 
reproductive tract infections, gynaecological 
diseases, HIV infection, sexually transmitted 
diseases, the care of the elderly and other 
related programmes. All these components 
exist in some form or the other in practically 
all countries but they operate in isolation. A 
reproductive health approach aims to 
address these issues in an integrated way. 
Programmatically there is a synergy between 
the different components so that they can have 
a mutually reinforcing effect on morbidity and 


mortality. An integrated approach is more 


XIll National Conference of General Practititioners and XIX Confederation of Medical Associations in Asia and Oceania Congress 
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cost effective and makes better use of existing 
resources. This is a functional integration 
which aims at strengthening linkages between 
closely related areas, thereby providing better 
quality of care. 


| believe, as family physicians, you have 
an opportunity to play a significant role in 
the new reproductive health strategy which, 
when properly implemented, would help 
eliminate the gender inequity which exists in 
the health care system in most countries today. 
In particular, you will be able to ensure better 
health and health care through activities such 
as promotion of breast feeding, tendering 
appropriate advice on the choice of 
contraceptive measures, child health 
programmes including immunization 
procedures and management of the 
sick child, nutrition in children and 
many other preventive, promotive and 
curative programmes. 


WHO is sponsoring two important 
scientitic sessions at this Conference — one 
on Acute Respiratory Infections, and the 
second on Safe Motherhood. Both these 
subjects are important components of the 
Reproductive Health strategy. In addition, 
there are four other sessions on HIV/AIDS, 
MMR, Pulse Polio, and Midterm Goals for 
Health, all of which are part of reproductive 


health. | hope these sessions will give you 
some idea about the comprehensive nature 
of the reproductive health approach and help 
you to participate in the development of the 
new programme. 


A family physician has frequent contacts 
with families. He/she is held in high esteem 
by the family, and has a great potential for 
influencing the attitudes of the family members 
to adopt healthy lifestyles through health 
education on issues such as smoking, alcohol 
and drug abuse, exercise and food habits. 
You can also help in increasing the coverage 
of the Expanded Programme on Immunization 
and in supplemental immunization efforts such 
as national immunization days. Many 
countries have eradicated poliomyelitis, and, 
hopefully, with our concerted efforts in 
Member Countries, we shall witness the 
eradication of poliomyelitis in the near future. 
Efforts are being made for the elimination of 
neonatal tetanus and a substantial reduction 
of measles in children by the end of the 
century. Thus, in the 21st century, we will be 
seeing healthier babies who will have a 
greater possibility of living beyond the 
average age of their parents today. | am sure 
you will all feel proud to have contributed 
towards the attainment of such a goal, while 
ensuring equity, better quality of health care 
and, above all, a better quality of life for all. 


——}— 


Rural Surgery 


ealth has been defined as a state 
of complete physical, mental and 
social well-being and not merely the 
absence of disease. The enjoyment of the 
highest attainable standard of health is a 
fundamental right of every human being. The 


Alma Ata declaration on Health for All by. 


the Year 2000 served as the basis for 
achieving a high standard of health that 
would permit every human being to lead a 
socially and economically productive life. 


By and large, there have been significant 
improvements in the health standards of the 
peoples in the Member Countries of the South- 
East Asia Region. Spectacular improvements 
have taken place in the reduction of morality 
in general, and in maternal and infant 
mortality in particular. Diseases such as 
poliomyelitis, leprosy and guineaworm are 
on the verge of eradication and neonatal 
tetanus and measles are likely to be well under 
control by the end of the century. Even so, 
the distribution of the benefits of health 
development has not been even. It seems that 
the aim of equity in health for all peoples 
without distinction of race, religion, political 
belief and economic and social conditions 
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will be difficult to achieve in all the Member 
Countries by the year 2000. 


Gaps between countries in terms of 
access to health care have widened, and so 


have the gaps between the urban and rural 


populations and the rich and the poor. The 
gender inequality in terms of morbidity, 
mortality and access to health care have 
highlighted the urgency of stepping up our 
efforts to complete the unfinished agenda 
before the end of the century and to set down 
our policies, plans and targets for the first 
quarter of the next century. We must also take 
into account the possibility of the newly 
emerging and re-emerging diseases which 
need to be tackled in addition to the existing 
health problems. 


We, in VWWHO, are seized of the problems, 
and have planned a series of activities for 
the renewal of the healthfor-all strategy to 
help Member Countries to meet the future 
health challenges in order to ensure equity. 
In this respect, WHO will also promote 
advocacy efforts to produce a favourable 
climate for international cooperation, 
development and solidarity. 


Third National Conference on Rural Surgery, New Delhi, India, 23 - 24 September, 1995. 


The avowed object of equity in health 
for all has not been achieved because 
of the widespread poverty in many 
countries of the Region. Five of these 
countries - Bangladesh, Bhutan, India, 
Myanmar and Nepal - fall below the 
poverty line, as defined by the World Bank, 
which means these countries have an 
annual per capita income of less than 
372 dollars. Five of the 10 countries 
in the Region - Bangladesh, Bhutan, 
Maldives, Myanmar and Nepal - are 
also classified as "least developed countries’. 
With a low GNP in most countries, 
allocations for the health sector, even if 
high in terms of percentage, are inadequate 
for establishing an optimum primary 
health care system with sufficient staff, 
essential drugs and equipment. Generally, 
the health facilities are much better in 
urban areas as compared to rural areas 
because of relatively larger allocations 
made by governments and also due to the 
presence of a large private sector in 
urban locations. Provision of primary health 
care in rural areas is largely the 
responsibility of governments. Due to 
inadequate resources available to them in 
terms of men, material and money, the 
rural populations have yet to gain access to 
adequate health care, and they constitute 
about 70 per cent of the total population 
in the countries of the Region. Thus, a 
large proportion of the people remain 
underserved. let me now take the specific 


example of India. 


India has a total population of over 
900 million, of which more than 600 million 
who live in villages have much less access 
to health care than their fellow countrymen 
living in urban areas. While the primary 
health care system does provide basic 
preventive, promotive and curative services, 
the primary surgical care facilities at the 
PHC level are grossly inadequate. The 
present system is able to provide facilities 
for only minor surgery, and its ability to 
cope with surgical emergencies is limited, 
because of shortage of equipment, 
anaesthetic facilities and lack of expertise. 
Most rural people have low levels of income 
and referral services offered to them for 
surgery in tertiary care facilities in urban 
area are more often not availed of due to 
distance and high cost of treatment, 
especially if it is to be undertaken in private 
hospitals. The facilities in government 
hospitals are overstretched, and those 
in the private sector are often beyond the 
means of the patients. Since demand 
exceeds supply in both the private and 
public sector hospitals, the quality of 
their service is not always optimum. 


Viewed in this context, there is a strong 
case for strengthening the primary surgical 
facilities to cater to the needs of rural 
populations and to enable patients to utilize 
facilities which are located nearby and at 
affordable prices. Since these facilities 
cannot be provided by the Government 
alone, there is a sound case for having a 
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partnership arrangement with a proper 


public-private mix. 


The morbidity burden in rural areas has 
increased in the recent past. In addition 
to the usual surgical conditions such as 
hydrocele, hernia, appendicitis, wound 
infections, obstetrics and congenital 
disorders, we now have added morbidity 
due to trauma, burns and disorders 
associated with aging. These changes in 
disease patterns indicate the additional 
training needs of the rural surgeon who, 
in fact, is a general surgeon with interest 
and capability in more than one speciality. 
Providing rural surgical care has associated 
problems which arise from working 
without sophisticated diagnostic aids on a 
generally undernourished population. 


A good clinical judgement and a 
thorough clinical examination can be 
excellent substitutes for laboratory diagnostic 
tests for diagnosis of a patient's disease 
condition and nutritional status. The aged 
requiring surgical care demands clinical 
skills enabling the surgeon to face the 
challenge of undertaking risky surgical 
procedures in this section of the population. 
The underlying principle is to provide good 
surgical care with no compromise in the 
medical standards and delivering a quality 
of care acceptable to the community. 


The practice of surgery in rural areas is 
demanding in other ways as well. The 
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surgeon has to be a physician also to 
rule out any concurrent medical condition 
in addition to the ailment for which the 
patient is seeking surgical help. The rural 
surgeon is actually an ‘operating’ physician. 
To function efficiently, he has to train his 
own operating and anaesthesia assistants 
or administer local, epidural or spinal 
anaesthesia himself. He is also the manager 
and logistics man of his practice. He has 
to be a man with expertise in multiple fields 
to meet his own as well as his patients’ 
requirements. As he gains experience 
about the prevalent morbidity patterns, 
he has to enlarge his repertoire. He needs 
fo train himself to meet the surgical demands 
of his patients in associated field of 
ENT, eye, obstetrics and gynaecology. 
Alternatively, he may come to an 
understanding with his surgeon colleagues 
in rural areas for reciprocal arrangements. 
The extent of such referral arrangements 
could provide the justification for a small 
multidisciplinary hospital facility at the 
subdistrict level in the future. 


In this age of the emerging risks of 
transmission of hepatitis and human 
immunodeficiency virus (HIV}], the use of 
re-usable surgical instruments poses a 
considerable risk. This aspect requires 
adequate training of all assisting staff so 
that they observe the well-outlined 
preventive measures for cleaning, 
storage and preparation of instruments 


for surgical use. 


Time and again, we have urged 
the universities and medical college 
authorities to adopt appropriate curricula 
to prepare medical students to participate 
effectively in the national health care 
strategy which provides for health for all. 


The need for equipping the future 
doctors for providing primary surgical 
care under challenging conditions 
in rural settings underscores the 


urgency of providing a rural bias in the 
medical curriculum. 


—————_f}———_ 
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Safe Motherhood 


ach year, 150-200 million pregnancies 
take place globally, of which at 
least 23 million develop serious 
complications such as postpartum 
haemorrhage, hypertensive disorders, 
eclampsia, puerperal sepsis, and abortion. 
These complications result in the death of over 


half a million mothers. 


The factors which cause these maternal 
deaths and disabilities are the same as, or 
greatly overlap with, those which cause infant 
deaths or disabilities in newborn intants. 
Women and infants go through the process 
of delivery together. The woman and the fetus, 
the mother and the infant, should be seen as 
a dyad, i.e. two units treated as one. The 
fate of the newborn is inextricably linked with 
the health of the mother before and during 
pregnancy and during delivery. Of the 
4.3 million deaths of infants aged less 
than one month annually, 3. million 
occur within one week of delivery, largely 
as a consequence of poorly managed 
pregnancies and deliveries. 


In regard to the situation in South-East 
Asia, MCH indicators during the past decade 
show that infant mortality has declined 
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substantially in virtually all countries of the 
Region, though it is still high in a few 
countries. Given the sustained emphasis on 
child survival and development programmes 
in future also, it is expected that the infant 
mortality rate (IMR) will continue to decline. 
When a significant level of decline is 
reached, it is expected that the bulk of IMR 
will be on account of neonatal mortality. 


Maternal mortality has not decreased as 
rapidly as IMR, though some reduction has 
been achieved. Maternal mortality can be 
considered as the outcome of society's neglect 
of women's and girls’ health and the failure 
of the health care system to meet their health 
needs and concerns. This situation prevails 
in some countries of our Region and is the 
cause for maternal mortality not decreasing 
at the same rate as IMR. The major 
contributory factors are deep-rooted in our 
societies, i.e., lower social status of women 
and girl children, gender bias and son 
preference, early marriage, frequent 
pregnancies, lack of antenatal and postnatal 
care, as well as lack of access to sate delivery 
by trained attendants. Illiteracy among the 
mothers leads to non- or poor utilization of 
the available health services, and to high 


Intercountry Workshop for National Programme Managers for Safe Motherhood, SEARO, New Delhi, India, 


27 February 


3 March, 1995. 


maternal mortality. These stark realities 
underline the fact that much still remains to 
be done in improving women's reproductive 
health and in ensuring safe motherhood. This 
implies reduction of maternal mortality and 
morbidity and enhancement of the health of 
newborn infants through equitable access to 
primary health care including family planning, 
prenatal delivery and postnatal care for the 
mother and the infant, and access to essential 
obstetric and neonatal care. 


Sate motherhood programmes are, in 


tact, among the most cost-effective 
interventions available in public health. In a 
recent comprehensive report "Investing in 
Health", published by the World Bank in 
collaboration with WHO, it has been 
calculated that the provision of a package 
ot family planning, prenatal and delivery care 
would alleviate the global burden of disease 
by nearly 7 per cent in low-income countries 
- second only to immunization in terms of cost 


per lives saved and disabilities averted. 


There has been, for some time, a growing 
realization about the importance of the health 
of women and newborns, for their own sake. 
Initially, the joint efforts of UNDP, UNFPA, 
UNICEF, the World Bank and WHO focused 
on increasing awareness of the dimensions 
and nature of the problem, information and 
advocacy, research into cost-effective 
interventions and conceptualizing the several 
complex issues involved in preventing 
maternal deaths. However, there was also 


the longfelt need to increase technical support 
to countries for the implementation of national 
safe motherhood programmes, Therefore, 
WHO along with UNICEF developed the 
necessary technical tool - the Mother and 


Baby Package. 


The underlying philosophy of the Mother 
and Baby Package is that: 


most maternal deaths are due to the same 
complications - haemorrhage, sepsis, 
eclampsia, obstructed labour, and 
abortion: 


- these cannot be accurately predicted or 
prevented; and 


the only way to save lives is to treat the 
complications without delay using 
appropriate skills and equipment. 


The Mother and Baby Package is based 
on the premise that saving mothers and infants 
will require early detection of obstetric 
complications at home, at the health centre 
and at the hospital; timely referral of 
complications and emergencies to an 
appropriate level of care; and effective 
treatment without delay using appropriate 


skills and equipment. 


Now the challenge is to apply this tool 
guided by the lessons learned from the past 
to assist countries in putting into operation 
safe motherhood strategies. It is in this context 
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that this meeting of the Programme Managers 
for Safe Motherhood/MCH Programme 


is being held. 


Among the countries in the SouthEast 
Asia Region, we have invited those where 
the problem of maternal deaths is greater 
than in other countries, in order fo make 
concerted efforts to strengthen their 
maternal health and safe motherhood 
programmes. Support to other needy 
countries will also be provided in a 


phased manner. 


Our joint advocacy efforts since 1987 
have been very fruitful. At present, Safe 
Motherhood is a prominent agenda item 
among the national governments as well as 
the programmes of UN Agencies. We do 
have a consensus on most of the policies and 
strategies and we possess the technical 
knowledge. The challenge now is to 
operationalize and implement the sate 
motherhood programme focusing on essential 
safe motherhood interventions starting from 
the community to the district level where 
essential obstetric care can be provided. 


SO 
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Women’s Health and 
Development 


ealth is an essential element in 

sustainable development - both as 

a means of achieving development 
as well as a goal. We all know that women's 
health not only benefits women in their own 
right, but also their families and the future 
generations. A recent report of the WWHO 
Director-General has stated this more 
explicitly: "...until the inequities in women's 
health are redressed and women are involved 
in health development, there will be little 
progress toward the healthfor-all goal." 


The concept of women's health has also 
undergone a change. For a long time, 
women's health needs have been primarily 
addressed through maternal and child health 
and family planning programmes, which only 
focused on one aspect of their lives. 
Women's health must now be viewed 
holistically; on a continuum that starts before 
birth and progresses cumulatively through 
childhood and adolescence to adulthood 
and old age. This lifecycle approach must 
extend beyond women's reproductive role to 
encompass women's health in every aspect 
of their lives. Attention must also turn to the 
gender-related factors, such as women's 
position in society, the many kinds of 


discrimination they face, and their lack of 
involvement in decision-making which 
adversely affect their health and access to 
health services. 


Despite the importance being given to 


women's role in sustainable human 
development, their continued low status, 
general economic pressures and unremitting 
gender biases preclude their full and 
equitable participation in the development 
process both as essential contributors and 
as rightful beneficiaries. Likewise, women's 
health, despite its acknowledged impact, has 
received little attention in development 
programmes resulting in high levels of 
persistent, but largely preventable, morbidity 
and mortality. According to a World Bank 
report, statistics on women's health show 
that investing in women could save millions 
of women in developing countries from 


needless suffering and premature death. 


A life-span perspective to women's health 
has been advocated by WHO since the 
beginning of this decade and is gaining 
greater visibility, especially through the work 
of the Global Commission on Women's 
Health, established in 1993. We are 


Me x nent. New Delhi. India, 21 - 24 February, 199 
Regional Consultation on Action for Women's Health and Development, New Deihi, | dia, 21 - 24 February, 199. 


especially pleased that members of this 
high-level body for advocacy and advice to 
WHO are with us during this consultation, 
and | am sure that you will be hearing 
more about the work of the Commission 


during the meeting. 


let me now focus On the current situation 
of women's health and the health problems 


which are likely to emerge in the future. 


As we are all aware, globally, about half 
a million women in the reproductive age 
group needlessly die every year from causes 
related to pregnancy and childbirth. Ninety: 
nine per cent of these maternal deaths occur 
in developing countries. When the scope of 
women's reproductive health is expanded to 
include reproductive tract infections and 
sexually transmitted diseases, breast and 
cervical cancers, and menopause, the 
magnitude of the disease burden for women 
becomes even more considerable. 


In the South-East Asia Region, while the 
maternal mortality rates have declined in 
some countries they remain unacceptably 
high in others. The true magnitude of 
reproductive morbidity in the Region is not 
known, but recent studies suggest a high 
prevalence of reproductive tract infections, 
STD and cervical cancer. With the number 
of women in the reproductive age-group 
growing tast in the Region, the need for 
ensuring comprehensive reproductive health 
care has become more critical. 
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The HIV/AIDS epidemic is increasingly 
affecting women. WHO has estimated that 
by the year 2000, half of those infected with 
HIV will be women, amounting to over 13 
million worldwide. It is estimated that, in 
1995, there will be about 1.75 million HIV- 
infected women in South and South-East Asia. 
Women are disproportionately affected 
because of their greater biologic and socio 
economic vulnerability to HIV infection and 
the additional load they have to bear as care- 
givers in families and communities as well as 
in the health care workforce. 


Women's health in the work environment 
is also of growing concern given the rapid 
influx of women in the labour force in the 
Region. Very little, however, is known of the 
health problems that they face. Women tend 
to be concentrated in low-skilled, low-paid 
jobs offering poor working conditions, high 
health risks and non-existent health and social 
security benefits. In the home, women's 
traditional roles of carrying heavy loads of 
water or firewood and cooking with biomass 
fuels are linked with chronic bronchitis, back 
pain and even disability. The growing 
number of professional women are also 
subject to risks to their physical and mental 
well-being due largely to the stress of 
balancing their multiple roles. 


In addition to these, other health problems 
of women are becoming increasingly 
apparent in the Region. For example, violence 
against women, although grossly under 


reported, is reaching alarming proportions 
in developed and developing countries alike 
with serious physical and mental health 
consequences. Also, the elderly population 
is growing rapidly. Elderly women, who will 
outnumber their male counterparts, are likely 
to suffer major health problems such as 
gynaecological cancers, as well as chronic 
conditions, such as osteoporosis, which often 
are ignored. The rapid urbanization taking 
place in many countries of the Region is likely 
fo mean high concentrations of poor people 
in urban areas. The cumulative effect of 
insecurity, poverty and difficult physical and 
social environments in urban areas will have 
far reaching consequences for poor women 
with regard to their ability to safeguard their 
own health and that of their families. 


This brief review should leave no doubt 
in anyone's mind why women's health, or 
rather the lack of it, merits serious attention. 
The fact that we have convened national 
meetings in four countries, followed by this 
regional consultation, underscores our 
commitment to see that women's health and 
development issues are treated with the 


greatest attention and urgency. Given the 
attention being accorded to women's health 
and empowerment issues at major 
international conferences, especially the 
United Nations Fourth World Conference 
on Women to be held in September 1995, 
it is Gn opportune time to chart a new 
direction for women's health and their role 
in development. 


Distinguished colleagues, we can no 
longer afford to be complacent in the face of 
the seriousness of the health-related problems 
confronting women in the Region. It is a moral 
imperative which needs urgent action. We 
must rededicate ourselves to the achievement 
of a satisfactory level of health that will permit 
women to lead socially and economically 
productive lives. In these efforts, the 
challenges are many and varied, but | have 
no doubt that in the end, your resolve, 
leadership and collective wisdom will prevail. 
On our part, we in the World Health 
Organization remain fully committed to 
working with the Member States for the 
attainment of the mutually-agreed women's 
health and development goals. 


——____f"}——_—__- 
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Women in Development 


he term, "Women, Health and 
Development" denotes the complex 
inter-relationship between the health 
of women and their social, political, cultural 
and economic situations as well as 
their health and 


overall development. 


contribution to 


The launching of the UN Decade for 
Women in 1975 marked the beginning of 
the World Health Organization's’ response 
to the integration of women in the 
development process through the initiative on 
Women, Health and Development. Health 
had been a prominent theme throughout the 
Decade for Women and is still considered, 
along with education and employment, as 
the concrete basis for "Action for Equality, 
Development and Peace", the theme of the 


Fourth World Conference on Women, 
Beijing, 1995. 


The year following the adoption of the 
Nairobi Forward-looking Strategies have 
been marked by efforts to transform the 
concept of Women, Health and Development 
info practical activities. Member States of the 
World Health Organization (VWVHO), through 


various resolutions, have committed 
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Second Asian and Pacific Ministerial Conf 


themselves and charged WHO to support 
a wide range of actions pertaining 


to women's health. 


Among some of the positive outcomes 
have been the promotion of women's 
concerns in WHO and national health 
programmes; the establishment of initiatives, 
specitically aimed at improving women's 
health such as Safe Motherhood. Women 
and AIDS, the Female Smoker, etc., the 
promotion of women's participation and 
leadership in issues related to maternal health 
and family planning and the inclusion of 
women's health indicators relate to maternal 
mortality and family planning in the Health 
for All Global Indicators. 


In the SouthEast Asia Region of WHO 
comprising eleven countries, there have been 
improvements in women's health, measured 
in terms of increasing female life expectancy 
and narrowing sex differentials in infant, 
underfive and adult mortality. However, 
despite the palpable improvements, 
innovative programmes implemented with 
and by many women, and the success of 
campaigns targeted at specific diseases, the 
reality of women's mortality and morbidity is 
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still distressing. Maternal mortality rates 
continue to be unnecessarily high; unsafe 
abortions account for large numbers of 
deaths, family planning and other related 
services are not always safe, appropriate or 


accessible, women are disproportionately. 


affected by the AIDS pandemic because of 
their greater biologic and social vulnerability 
to HIV infection and the greater burden they 
will bear as primary caregivers in families 
and communities likely to aggravate the 
already unequal burden on woman. Violence 
against women is reaching alarming levels. 
Besides, women's health problems, at any 
age, continue to be aggravated by persistent 
malnutrition cnd anaemia and unending 
communicable and parasitic diseases. 


It is thus evident that a broad range of 
women's health problems persist throughout 
their life-span, sometimes reaching dangerous 
proportions. Vvomen's health must, theretore, 
be seen in a holistic way; on a continuum 
that starts even before birth and evolves 
cumulatively throughout life. This life-cycle 
approach must go beyond women's 
reproductive health to encompass every stage 
and facet of their life. Attention must also turn 
to socioeconomic determinants of health 


and il-health. 


This life-span perspective has been 
advocated by WHO since the Technical 
Discussions on Woman, Health and 
Development held at the 45th World Health 
Assembly in May 1992. A resolution 


adopted by the 45th World Health Assembly 
called upon WHO to establish a Global 
Commission on Women's Health to produce 
an agenda for action on women's health, 
advocate for women's health issues within 
all development plans, and provide 
a forum for dialogue and consultation with 
women's organizations, women's health 
advocacy groups and others. 


The Commission consisting of political, 
scientific, and professional leaders from 
around the world is meant to act as an 
independent policy advisory body to the 
World Health Organization. At its first 
meeting in April of this year, members of the 
Commission considered a number of issues 
and problems affecting the health of women 
- nutrition, reproductive health, health 
consequences of violence, aging, life-style 
related conditions and the work environment. 
The list of problems chosen is not all-inclusive 
but include 


predominant risk factors leading to mortality 


issues which represent 
and morbidity, reflect health problems women 
face at different periods and in different 
aspects of their lives, and those that are 
amenable to solutions using feasible, cost 
effective interventions. 


While acknowledging the major 
achievements in all realms of women's lives - 
social, political and economic - which have 
contributed to improvements in health 
status and quality of life, the Commission 
deliberated on ways in which the process 


could be accelerated so that all women 
globally and individually would benefit 


equally from such progress. 


Priority areas of action were identified 
under three sub groups - Policy, Advocacy 
and Normative aspects. The Policy subgroup 
would focus on development of indicators, 
goals, targets and strategies related to 
nutrition, education, work environment, 
reproductive and sexual health and life-style 
conditions and aging. The Advocacy 
subgroup would focus on the messages for 
different audiences and the Normative 
subgroup would look into the inventory of 
legislation related to women's health and 
actions to reduce violence against women 
in addition to the setting up of sentinel centres 
in collaboration with NGOs. 


The WHO Regional Office of South- 
East Asia Region, made an intense efforts 
Health and 
Development initiative more visible and 


to make the Women, 
promote the incorporation of issues related 
to Women, Health and Development 
in the various WHO collaborative 
programmes. WHO Regional Office 
also strengthened collaboration with 
agencies/organizations and NGOs, both 
international and national. National 
meetings have been held in three countries 
bringing together representatives from 
governments, educational and research 
institutes, NGOs, and UN and donor 


agencies, to identify that major issues 
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affecting women's health and country 
priorities for action. Later this year, a regional 
meeting on Action for Women Health 
and Development will be held to develop 
regional strategies within regional 
perspectives. An important outcome of 
these meetings will be intensified country 
and regional networking so as to mobilize 
and maximize the use of the available 
expertise and other resources and to forge 


some partnerships for women's health. 


Some creditable and concrete gains have 
been made within the past one and a 
half decades. But when these gains are 
viewed in the full context of the enormity 
of the problems and the backlog, it must 
be realized that they are still far from 
adequate. Unwavering commitment and 
sustained actions at policy and programme 
levels covering social. Economic and 
political arena will be essential in the 
coming decade and beyond into the 
twenty-first century so that women of 
the next millennium can take their rightful 
place in the process of human development. 
The challenge in the 1990s lies in finding 
the best means to integrate women 
effectively and fully in the development 
process - to promote the role of women as 
agents of change; to unfetter their access 
to information, technical and economic 
resources, skills, education and opportunities 
- not only to benefit women in their own 
right but to benefit all people and all 
the future generations. 


Care of the Elderly 


es 


he subject of this Consultation is 

very relevant and timely. The rapidly 

increasing number of the elderly, 
in both proportional and absolute terms, 
warrants mass awareness and greater 
attention in all our countries. The elderly 
people represent a significant group 
in all populations throughout the world. 
The developed countries have been 
responding to their special needs since 
a long time, but the developing countries 
have been preoccupied with more 
acute and urgent health problems 
such as communicable diseases, family 
planning, etc. 


It is estimated that by the turn of the 
century, O1 per cent of the world's elderly 
will be living in developing countries. 
This represents an increase of nearly 240 
per cent in the population of the elderly 
as compared to their number at the beginning 
of the last decade. This fast growing group 
of people which is a result of increased life 
expectancy and decreasing birth rates, is 
not to be considered as a triumph but should 
be seen as a problem. It presents a great 
challenge to social welfare in general and 
health care systems in particular. 


The South-East Asia Region, which 
contains three of the 10 most populous 
countries in the world, deserves special focus 
in this regard. According to United Nations 
estimates, 53 million people or 5 per cent of 
the total population of 1.05 billion in South- 
East Asia were aged over 60 years in 1980. 
Now, the proportion of the elderly is around 
© per cent or more in many of the countries. 
Projections for the year 2025 indicate that 
the total population of the Region will by then 
have increased to 1.98 billion with the aged 
accounting for 226 million or 11.4 per cent. 
This means a 426 per cent increase in the 
population of the elderly between 1980 and 
2025, whereas the total population will 
increase only by 88 per cent during the same 
period. In spite of their best efforts, | do not 
think our countries are yet prepared to cope 
with this enormous challenge. 


Recognizing this fact, the World Health 
Assembly adopted its firstever resolution 
in 1979 on the subject of ageing. This 
set the foundation for a policy, based on 
the twin pillars of finding an alternative to 
institutional care, and focusing on preventive 
measures. Again in 1982, the Assembly 
another resolution which, 


adopted 
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among other things, requested the 


Member States to include care of the 
elderly in their strategies 
for achieving health for all by the year 
2000. It also called for provisions 
for their health care within the community 
health plans that take into account 


the national needs and priorities. 


national 


Within this framework and other 
decisions, including the International 
Plan of Action on Ageing adopted 
by the United Nations World Assembly 
at Vienna in 1982, SEARO has ‘taken 
several important measures in close 
consultation with Member States. 
The aim is to strengthen health care 
of the elderly in the Region through medium- 
term programmes in the implementation 
of WHO's Seventh and Eighth General 


programmes of work. 
These include: 


1) Identitying the socio economic and 
health status of the elderly, including 
data collection and dissemination and 
the conduct of relevant studies; 


2} Promoting the formulation of national 
policies and strategies for health care 
of the elderly and supporting such 
programmes in the countries; and 


3) Establishing institutions or centres 
of excellence for the health care of the 
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elderly in the countries of the Region, 
in support of family and community: 


based approaches. 


| am very happy that we, in SEARO, have 
so far had very close collaboration with our 
colleagues in the Eastern Mediterranean 
Region (EMRO}, in our efforts to improve the 
health care of the elderly. That is the reason 
representatives from countries in our two 
regions are gathered here today. 


The elderly have special social and health 
needs. Mass awareness of these needs is an 
important prerequisite for formulating and 
implementing relevant policies and actions. 
Generating and disseminating appropriate 
knowledge about the demographical 
changes, social and humanitarian aspects of 
the care of the aged, biological and 
physiological processes of ageing, 
understanding their emotions and behavioural 
and attitudinal changes towards social lite 
and personal relationships are important 
tactors 


tor developing appropriate 


programmes for the care of the elderly. 


Care of the elderly includes a broad area 
of comprehensive social welfare measures. 
These relate to pension, social insurance, 
employment, subsidy schemes, housing, food, 
clothing, social respect and other provisions 
and aspects where the State and the society 
as a whole should play a substantial role. 
However, keeping in view that institutional 
care is neither feasible nor desirable in the 


context of the economic situation and 
cultural norms in developing countries, 
care of the aged will have to be mainly 
family-based and home-based. For this 
purpose, members of the community 
and the families of old people will have 
to be equipped with the knowledge 
and skills to maintain and protect the healthy 
status of their elders, so that they can lead an 
independent, productive and dignified life. 


It is obvious that specialized geriatric 
medical services are likely to remain beyond 
the reach of a majority of the elderly 
populations in our countries. Therefore, health 
care systems, national policies and 
programmes for the elderly will have to be 
directed and oriented in such a way that 
better and rational use can be made of the 
existing general health services based on 
primary health care. In this context, health 
personnel, particularly those working at the 
PHC level, should have sufficient orientation 
towards community-based geriatric services, 
taking into account the local culture, religion, 
beliefs and customs. While health system 
support to the care of the elderly has to 


concern itself with promoting and facilitating 
effective and appropriate self-care in the 
communities by interaction between the 
professional and lay groups, attention 
will have to be paid to the public 
health aspects of the aged and their 
whole life span. 


Relevant government departments 
such as social welfare, mass communication, 
education and culture, regional and 
local administrations as well as non- 
governmental organizations should be 
tully involved in such public awareness 
activities, with the health sector playing 
a key and leading role. 


There are many other issues which in one 
way or the other can contribute to making 
the life of the elderly healthier, more 
meaningful and productive. | have no doubt 
that your deliberations would make an 
invaluable contribution to developing and 
launching successful mass awareness 
programmes in order to improve the 
quality of life and wellbeing of the elderly 
in our Regions. 


Se 
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Mental Retardation 


t is very appropriate that the focus of this 

Congress is on an issue long neglected in 

medicine in general and more specifically 
in the field of mental health, namely the family. 
We have been talking of community-based 
approaches to mental health and mental 
health care, of social mobilization and 
community participation, as cornerstones of 
what | would like to call primary mental health 
care. But in real life these terms too often 
mean that the care for the chronically or 
mentally ill and disabled is thrust. onto the 
family. Mental health services in the past 
have, in my opinion, focussed too much on 
individual patients and their symptoms. Social 
psychiatry has at best looked at social factors 
in the causation of iltbeing, but too little at 
the social consequences of disease and 
disability. In other words, mental health 
services have focussed on symptoms of 
pathology, and too little, it seems to me, on 
human reactions to such symptoms, and the 
suffering they may cause to the patient and 
to his or her family. 


WHO has brought out a series of manuals 
for community-based rehabilitation which, | 
trust, most of you know. These manuals 
address basic health workers and tamily 


members, aiming at improving their skills in 
reducing handicaps from various disabilities 
including mental retardation. But, in their 
somewhat medical focus on the disabled 
person, the patient so to speak, they do not 
address other issues in family functioning 
which may be of great importance for 
caregiving and/or working with the disabled 
person. For example, family members may 
still be too grieved after hearing the news of 
the irreversible disability, to be able to work 
with the person; in fact, by trying to push the 
family to do something which they cannot 
yet do in their state of grief, hopelessness or 
anger, one may add feelings of guilt to their 
grief. This is just one example of the 
psychosocial skills which basic health or 
rehabilitation workers may need for 
supporting families caring for a disabled 
member. But the manuals are silent about 
this. Or on how to support families to 
overcome feelings of shame, rejection and 
stigmatization by the community because of 
the presence of the mentally retarded or 
otherwise disabled person. 


Perhaps even more important is the 
support affected families can give to each 
other. Very encouraging case studies exist, 
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tor example in India, of families with o 
mentally retarded child forming self help or 
mutual aid groups. Members of such groups 
can support each other and also become 
effective advocates for their special problems 
and needs, including the means to support 
the disabled person after the demise of the 
parents; because this is such a serious Worry 
for many of them. 


|am happy to inform you that our Regional 
Office is in the final stages of preparing such 
a manual on family diagnosis, as we say, 


for health workers to support families 
which care for disabled persons. It is 
meant to help the health or rehabilitation 
worker not only to identity problems and 
needs a family may have, but also - 
and this is at least equally important - to 
identity strengths and resources a family 
may have, so that the health worker 
can help the families to solve problems 
they may face, but also to build on their 
strengths and resources. It is my sincere 
wish that we may thereby contribute 
litle to help families to get on the march. 


————_f"}+——__ 
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Disability 


Prevention 


and Rehabilitation 


ealth has been defined in the 
constitution of the World Health 
Organization as a state of complete 
pnysical, mental and social welHbeing and 
not merely the absence of disease or infirmity. 
Keeping this broad definition in mind the 
Organization has encouraged Member 
States to provide adequate attention to four 
aspects of health services - promotion, 


prevention, cure and rehabilitation. 


In 1977, a landmark resolution, 
commonly known as Health for All by the 
Year 2000, was adopted by the World 
Health Assembly and subsequently endorsed 
by the United Nations General Assembly and 
subsequently endorsed by the United Nations 
General This 
emphasized the attainment of a level of health 
by all sections of the population which would 
enable them to lead a socially and 
economically productive life. This concern for 
social productivity of the population was 
further reflected in the Declaration of 
Alma-Ata which emphasized that primary 
health care should address the main 
health problems in a community by 
providing primitive, preventive, curative 
and rehabilitative services. 


Assembly. resolution 
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Following the Alma-Ata Declaration, 
WHO developed the concept of Community- 
based Rehabilitation (CBR), as a strategy for 
incorporating rehabilitation into primary 
health care. Using this strategy, VWWHO has 
been playing an active role in supporting 
Member States in the formulation of policies 
and national plans and the application of 
technologies for costeffective community- 
based rehabilitation of people with 
disabilities. The policies have emphasized a 
national framework for intersectoral 
cooperation aimed at physical, mental and 
social rehabilitation in cooperation with 
education, labour, social services and the 
health sectors. VWWHO continues to provide 
technical support in improving the national 
managerial process for the development ot 
rehabilitation programmes, including inbuilt 
evaluation. It also provides guidelines and 
technical support for the adoption and 
adaptation of appropriate technology at the 
primary health care level. 


As you may be aware, 1992 marked the 
end of the United Nations Decade of 
Disabled Persons. During this Decade, 
preventive measures undertaken by many 
countries signiticantly reduced the incidence 
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of some diseases which can cause 
disabilities. Public awareness about 
disability has also increased following 
the campaigns during the International 
Year of the Disabled Persons in 198] 
and the efforts made during the United 
Nations Decade. It must, however, 
be admitted that in most developing 
countries, there has not been a significant 
increase in rehabilitation services that 
provide training, equipment or appliances 
to. improve abilities in self care, 
communication and mobility of people 


with disabilities. 


In the South-East Asia Region, different 
modules of Community-based Rehabilitation 
have been tested in India, Indonesia, 
Mongolia*, Myanmar, Sri Lanka and 
Thailand. However, the review of these 
models has revealed that in most countries 
of the Region, no inbuilt evaluation systems 
in CBR have been established to 
effectively compare its efficacy under the 
different socio-geographical conditions 
in different countries. 


This Seminar fully reflects the commitment 
of the Government of India, its policymakers, 
technocrats and professionals dealing 
with the rehabilitation of the disabled 
towards disability prevention and 
rehabilitation. | am sure that the seminar 
will be able to develop a well-designed 
document on national policy encompassing 
the priority issues of disability prevention 


and rehabilitation and develop both 
short and long-term plans of action. 


Mongolia joined the Western Pacific 


Region of WHO in May 1994. 


WHO believes that the available 
technology is sufficient to deal with the 
disability problem adequately what is needed 
is for all the organizations which play leading 
parts in this important field of disability 
prevention and rehabilitation combine their 
energies in a synergistically 


Disability prevention and rehabilitation 
the World Health 


Organization emphasize the prevention of 


programmes of 


disability on the one hand, and restoration 
of health of people with disabilities on the 
other. It involves measures aimed at enabling 
people with disabilities to achieve social and 
economic integration by creating an 
appropriate supporting, physical and social 
environment. Needless to say, WHO 
not only needs but actively welcomes 
more with 
governmental, nongovernmental and 


intense collaboration 
voluntary organizations in the area of 
disability prevention and rehabilitation. 


The Eighth General Programme of Work: 
(GPW) of WHO was launched in 1990 for 
the specific period 1990-1995. Among other 
things, it aims at achieving maximum 
coverage with essential rehabilitation 
through the development of community- 


based ‘rehabilitation services within 
the framework of primary health care 


and other community services. 


It is estimated that there are approximately 
35 million people who are blind in the world. 
To this number should be added another 15 
to 20 million people with severe visual 
impairment and disability. Of this total 
number, more than 9O per cent live 
in developing countries. Vitamin A deficiency 
is the world's single lares cause of preventable 


blindness in children. 


lodine deficiency is responsible for six 
million cases of cretinism and also constitutes 
the commonest cause of preventable mental 
retardation. We are also aware that 
accidents, particularly road and burn injuries 
are emerging as one of the major causative 
tactors of disability in almost all countries of 
our Region. | wish to stress that we do not 
even have a rough estimate of persons 
suffering as a result of occupational hazards 
which have a considerable impact on the 
working population in all countries. 
Unfortunately, this problem will increase 
as developing countries accelerate the pace 
of industrialization and is likely to consume 
a large portion of the new resources 
being generated. 


Therefore, | firmly believe that it is vital to 
urgently introduce comprehensive disability 
prevention and rehabilitation policy with 
community-based rehabilitation as an integral 


part of primary health care in all nations. For 
this purpose, an epidemiological assessment 
of disability, which could serve as a scientific 
basis for national policy has become a 
necessity. Countries should assess the need 
for and define the type of rehabilitation 
services including referral support and 
community-based rehabilitation required and 
identify the resources required. CBR is 
expected to meet the essential needs of 70 
to 80 per cent of the disabled in the 
community. The remaining 20 to 30 per cent 
of needs should be met at referral levels. 
Traditional institution-based rehabilitation is 
presently available only for about 2 per cent 
of the disabled population in most developing 
countries. Concerted endeavours must be 
made to fully implement the proposals in the 
World Programme of Action concerning 
People with Disabilities. The proposals 
included in other important decisions and 
resolutions governing bodies of WHO and 
other United Nations organizations should 
also be implemented. The emphasis should 
be on developing appropriate technologies 
and to exchange information in the spirit of 
technical cooperation among developing 


countries ([TCDC). 


As you are aware, the ESCAP, after 
completion of the UN Decade of Disabled 
Persons in 1992, during its 48th session at 
Beijing adopted a resolution No. 4813 
which proclaimed the period 1993-2002 as 
the Asian and Pacific Decade of Disabled 
Persons with an idea to consolidate the 


achievement of UN Decade of Disabled 
Persons. In this document, CBR has also been 
recommended as an accepted and most 
feasible module of rehabilitation for persons 


with disability. 


| am aware that India, with its 
vast population, has already field- 
tested the CBR module in Kerala. 
| am sure that the deliberations of this 
seminar will ensure the implementation 
of CBR in the best possible way through 
the primary health care approach. | am 
confident that the guidelines for the 
development of national policy for disability 
prevention and rehabilitation will provide 
a clearcut directive for intersectoral and 


inter-disciplinary approaches based 
on close cooperation and collaboration 
of governmental and nongovernmental 
organizations. This will enable the entire 
community to act for the prevention 
of disabilities with knowledge, using 
simple technology. This will further help 
'o restore the abilities and provide 
equal opportunities in all areas of life 
such as education, employment, basic 
social and health services, etc. for those 
who are disabled. We should aim at 
entering the next century with a join 
resolve disabilities and 
to provide disabled persons with 
increased and equal opportunities to 
live a life of dignity. 


tO prevent 
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Community-based Rehabilitation 


ee 


our years ago, the United Nations 

declared the third of December 

as the International Day of the 
Disabled. | am happy to note that 
the present Workshop is being held to 
coincide with this year's Day of the Disabled. 
This is in support of improving the quality of 
life and providing equal opportunities to 
those affected with disabilities. The topic of 
discussions - Integral development of 
community-based rehabilitation (CBR) 
within the existing PHC infrastructure - is of 
particular importance in achieving the above 
mentioned objective. 


The South-East Asia Region of WHO is 
home to approximately one-fourth of the 
world's population. The countries of the 
Region have many common problems such 
as poverty, illiteracy, malnutrition, unsafe 
drinking water, poor housing and 
environmental sanitation, and a host of 
communicable diseases. It is reported that 
approximately 1.5 million children show signs 
of clinical xerophthalmia and 175 million 


people suffer from goitre. The Region 


accounts for two-thirds of the world's leprosy’ 


cases. Road accidents contribute to a large 
number of disabilities. 


Although concrete and reliable data on 
disability rates in the countries of the Region 
are not available, the results from small 
scale surveys reveal that the incidence of 
disability ranges between 3 and 10 per cent 
of the population. 


lt is obvious that the incidence of 


poliomyelitis and other disabling 
communicable diseases will continue to 
recede, and the improved MCH and other 
curative and preventive services will reduce 
the infant and child mortality rates. These, 
however, will continue to increase the 
chances of survival of children with 
disabilities. The frequency of natural and man- 
made disasters leading to injury and 
disablement, and the possible effect of 
environmental pollution, rural-urban 
migration and diseases of old age 
should also be kept in minds as they 


greatly influence the disability situation. 


The Ministries of Health in the countries 
of the Region have sound infrastructures with 
tunctional referral systems. Yet these have not 
been optimally utilized in the countries’ 
rehabilitation programmes. Hardly 5 to 
15 per cent of the disabled people in 


, 
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selected urban areas are getting 
rehabilitation services. The rural disabled 
population has no access to appropriate 
facilities for the services. It is time to think, 
plan and develop strategies to utilize 
these resources optimally for rehabilitative 
care of the people with disabilities 
particularly at the community level. 

Therefore, there is an urgent need 
to integrate the CBR services with the 
existing PHC infrastructure. The operational 
structure and modalities for developing 
CBR programmes as an integral part 
of primary health care should be 
urgently worked out. 


Since rehabilitation also involves social, 
educational and vocational aspects, this 
workshop should discuss these issues, 
suggesting how these services can be 
incorporated into programmes for the welfare 
and rehabilitation of the disabled. 


As we are well aware, there is a lack of 
trained manpower in the field of 
rehabilitation, Although training programmes 
for rehabilitation professionals, mid-level 
rehabilitation personnel and community 
rehabilitation workers have been developed 
in some countries of the Region, human 
resources with regard to rehabilitative care 
services are still inadequate. It will be useful, 
therefore, that the training aspects are also 
discussed in detail for both rehabilitation 
workers and_ other categories of 
health personnel. 


Non-governmental organizations are 
playing an increasingly important role in the 
field of rehabilitation. Their activities should 
be encouraged, supported and coordinated. 
Development of close interaction and 
partnership and establishment of well- 
functioning coordination mechanisms at all 
levels are keys to success in this area. 


——————_"—___—_ 
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Reproductive Health 


eproductive Health is defined 
as a state of complete physical, 
social well-being 


mental and 


and not merely the absence of 
disease or infirmity in all matters relating 
to the reproductive system and to its 
functions and processes. It implies 
that people are able to have a satistying 
and life and that 
have the capability to reproduce and 


the freedom to decide if, when and 


safe sex they 


how often to do so. Implicit in this last 
condition is the right of men and women 
to be informed and to have access to 
safe, effective, affordable and acceptable 
methods of family planning as well as 
their 
regulation of fertility which are not 


other methods of choice for 
against the law. They also have the 
right of access to appropriate health 
care services enabling women to go 
sately through pregnancy and childbirth 
and provide couples with the best 
chance of having a healthy infant. 
This definition has been adopted in 
the Plan of Action of ICPD and endorsed 
by the United Nations General Assembly 
and serves as the basis for action 
by Member States. 


Study of 


Reproductive Health for All : Our Common Goal. Guest Lecture delivered at the joint meeting of 


Life Span Approach to 
Reproductive Health 


A woman's general health is the outcome 
and reflection of her own health status as a 
newborn which, in turn, is determined by her 
mother's health status through pregnancy, 
during and just after delivery. There are three 
critical junctures at which intervention is 
required in order that the health of women, 
children and families is not compromised. 
These are at birth, during adolescence and 
during the reproductive years. At each stage 
of life, an individual's needs differ; however, 
there is a cumulative effect across the life 
span. Events at each phase have important 
implications for the next phase and beyond. 
Reproductive health must, therefore, be 
promoted, protected and restored across the 
life soan of individuals, particularly women, 
using the (Life span Approach). This approach 
takes into account the importance of each 
stage in life, i.e., infancy, childhood, 
adolescence, the reproductive years and 
beyond. Each stage has distinct needs and 
priorities: A clean and safe delivery reduces 
the newborn's chances of contracting 
neonatal tetanus, gonorrheal infections, birth 
trauma, etc.; All children must be protected 


the Indian Society for 


Reproduction and Fertility and Mumbai Obstetric and Gynaecological Society, Mumbai, India, 11 December, 1996. 


against the six vaccine preventable diseases 
and be given proper nutrition and 
health-care. Adolescent girls need iron-rich 
nutrition to prevent anaemia and to build 
iron reserves for safer pregnancies. 
VVomen need community and family support 
in getting proper nutrition, antenatal care 
and safe delivery. Detecting danger signs 
during pregnancy, and getting timely access 
fo emergency obstetric care are the critical 
interventions where she needs support 
trom family and community. Access to 
contraceptive methods of choice and 
facilities for treatment of sexually transmitted 
diseases and reproductive tract infection 
and other gynaecological problems 
are other extremely important interventions 
to promote women's health and prevent 
disability. The Life Soan Approach addresses 
these issues very well. 


WHO Policies in Reproductive Health 


As indicated in its Constitution, the 
objective of the World Health Organization 
is ‘the attainment by all peoples of the 
highest possible level of health. In order to 
achieve its objective it shall act as the 
directing and coordinating authority on 
international health work.’ As part of this 
mandate, the World Health Assembly has 
passed resolutions dealing with reproductive 
health issues. The basics of these resolutions 
hold the key to providing the context for 
reproductive health, which is a central 
component of general health and thus a 


fundamental right and an issue for public 
discussion and information, 


The policy basis of WHO's work in 
reproductive health is reinforced by the 
explicit commitment in its Ninth General 
Programme of Work covering the period 
1996-2001. WHO will cooperate with 
countries and support them as appropriate 
to develop and implement plans of action 
for improving the sexual and reproductive 
health of individuals and couples. WHO will 
also stimulate and support research and the 
development of appropriate technologies in 
reproductive health care. 


The global reproductive health strategy 
outlined in May 1995 by the World Health 
Assembly focuses on three major interrelated 
areas, namely: 


1) Advocacy for the concept of reproductive 
health and political commitment to its 
development; for an enabling 
environment; for wide participation, and 
for increased resources for reproductive 
health programmes; 

2 


Research and action to support promotion 
and protection of reproductive health, 


— 


prevention of specific reproductive health 
problems, cure and rehabilitation for all 


when needed; and 


Attention to the special reproductive health 
needs and concerns of women, .to 


3 


— 
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underserved groups such as adolescents, 
to the roles and responsibilities of men, 
and to such population groups as refugees 


and displaced people. 


WHO's Mandate in 
Reproductive Health 


WHO's mandate in reproductive health 
is expressed through its normative and 
technical cooperation roles. Through the 
former, the Organization takes a lead role in 
defining policies and giving technical 
guidance, including setting norms and 
standards. WHO's technical cooperation 
with countries means collaborating with 
governments and others in putting these 
policies and standards into practice in order 
that programmes are strengthened and 
implemented more effectively. 


Based on its mandate, experience, and 
the expertise and knowledge to which it has 
access, WHO will continue to support 
countries to operationalize reproductive 
health programmes. 


The Organization's work will focus on four 
broad areas: 


International and national advocacy 
tor the concept of reproductive health 
and for the policies and programmes 
promoted by WHO. 

Development of policies, strategic 
approaches, norms, guidelines and 


indicators for implementing and monitoring 


programmes in reproductive health. 


Providing technical support to Member 
States and others in formulating, implementing 
and evaluating comprehensive national 
reproductive health policies and programmes. 


Research aimed at improving existing 
knowledge as well as developing new 
approaches and technologies, and 
coordination of global efforts in these areas. 


WHO's primary responsibility is to 
support countries in the implementation of their 
national programmes. At country level WWHO 
is one of many partners, each with its own 
specific responsibilities in terms of providing 
technical and financial support, collaboration 
in programme implementation, training and 
coordination. 


Reproductive Health Situation in 
SEAR Countries 


Countries of WHO's South-East Asia 
Region have made signiticant progress in the 


and 


communicable diseases during the past 


prevention control of certain 
decade. This is reflected in the increased life- 
expectancy of the population and the 
decreasing trend in infant mortality. These 
gains, however, are overshadowed by 
maternal mortality rates which remain high. 
The Region accounts for nearly 40% of the 


world total of about 600,000 maternal 


deaths every year. Other reproductive health 
problems, i.e., malnutrition and anemia, 
adolescent fertility and pregnancies with 
associated risks, the rising incidence of STDs 
and HIV/AIDS in pregnant women, infertility 
caused by reproductive tract infections, and 
deaths due to abortion, contribute 
significantly to reproductive morbidity and 
mortality in the countries of our Region. 


Gender Perspective in 
Reproductive Health 


Women's reproductive health is to a large 
extent influenced, in some countries of the 
Region, by their subordinate social and 
economic status and by gender-related 
inequities which overtly or covertly impede 
their access to care. Moreover, interventions 
that are apparently successful in statistical 
terms e.g., family planning, fail to take into 
account the responsibilities of men and the 
_important role they should be playing. 
Furthermore, past efforts to reduce fertility rates 
have not, on the whole, been translated into 
services which are geared to improving 
women's health or quality of life. 


Over the last few years there has been 
increasing recognition of such gender 
inequities and the need for empowerment of 
women. This calls for raising women’s sense 
of self worth and their right to have access to 
opportunities of education, health, 
employment and resources. Women should 
also have the power to decide about their 


own lives both within and outside the home, 
and the ability to influence the direction of 
social change. 


There is a lack of data disaggregated 
by age and sex at country level. There is a 
need to improve such a data base for an in- 
depth understanding of women's situation in 
the Region. However, there is evidence that 
gender discrimination is embedded in the 
cultural and traditional practices of some 
countries in the Region. There is discrimination 
against the girl child which deprives her of 
her universally recognized human rights such 
as access to health, education and nutrition. 
As a result, the health and the nutritional status 
of girls are poor compared to their male 
counterparts in the same setting. Female 
literacy is lower. Many get married during 
adolescence, undergo pregnancy with high 
risk and thus contribute significantly to existing 
high maternal mortality in the Region. 
Advocacy and actions to reduce such gender 
disparities should be made at all levels. 
NNGOs could play a vital role in this regard. 


The Reproductive Health Approach 
to Safe Motherhood 


The prevailing high maternal mortality is 
one of the critical problems specially affecting 
our Region. Some larger States in India have 
unacceptably high maternal mortality. Much 
more advocacy and action is needed to 
improve the situation. There is need for 
concerted and coordinated efforts among 


programmes within the health sector as well 
as for intersectoral collaboration with sectors 
such as education, local development and 


women's organizations, etc. 


The conventional approach to maternal 
health accords women special care only 
during pregnancy, delivery and the post 
partum period. As | have mentioned earlier, 
the Reproductive Health approach, however, 
covers the whole life span of a woman, with 
particular emphasis on critical periods of her 
life: birth, adolescence, the reproductive 
years, and after. The Reproductive Health 
approach advocates care during infancy and 
childhood with special attention to nutrition, 
immunization and counselling on hygiene 
and health-promotion. It places emphasis on 
the life-cycle perspective, with one stage 
building into the next.- from infancy and 
childhood through adolescence, before and 
during pregnancy - to ensure the good health 
of the mother-to-be. This approach advocates 
multisectoral action such as raising the age 
at marriage, education, and income- 
generation to set the stage for the successful 
outcome of pregnancy. It identifies family 
planning as a safe motherhood intervention. 
Family planning reduces the deaths among 
women by reducing the number of 
pregnancies and thereby preventing 
unwanted pregnancies and abortions and 
the associated risks. It also advocates men's 
role in family planning. Secondary infertility 
and ectopic pregnancies are sequels to 
Reproductive Tract Infection and sexually 


transmitted diseases. These will be prevented 
by providing STD services along with 
FP/MCH services. 


The Reproductive Health approacn 
advocates providing holistic care and 
integration of safe motherhood, family 
planning and STD programmes. One 
example of an integrated approach 
developed by WHO is the MotherBaby 
Package, which is a strategic tool for 
planning and implementing safe motherhood 
programmes at the country level. It 
incorporates aspects of both family planning 
and STD management around the core of 
maternal and newborn health-care. 


REPRODUCTIVE HEALTH STRATEGY 
FOR SOUTH-EAST ASIA REGION 


Reproductive health addresses the lite 
span perspective. This includes health in 
infancy, childhood, adolescence, adulthood 
and in old age. The spectrum of reproductive 
ill health ranges from harmful traditional 
practices, malnutrition, anaemia, problems 
related to adolescent sexuality and 
reproduction, maternal ill health and mortality, 
sexually transmitted diseases, cancers, 
violence, gynaecological disorders, and 
problems of menopausal women and 
problems of the elderly e.g., osteoporosis. 


It would be ideal if all these issues could 
be addressed simultaneously. However, in 
reality, because of several reasons there is a 


need to prioritize interventions which can 
have the highest impact as regards reduction 
of reproductive morbidity and mortality. 
Accordingly, a framework for defining and 
implementing an essential package of priority 
interventions, which could be used as a guide 
for adaptation by SEAR countries has been 
the cornerstone of the regional strategy for 
operationalization of reproductive health. The 
essential Reproductive Health package for 
countries in our Region defines the minimum 
services in priority areas for each level of 
care. The priority reproductive health 
interventions identitied in the strategy are: 


Sate motherhood including care of the 
newborn 

Family planning 

Prevention and management of 
complications of abortion 

RTI/STD/HIV 

Prevention and management of infertility 
Adolescent reproductive health. 


A public health approach to reproductive 
health is recommended in order to implement 
reproductive health interventions within the 
context of primary health care. Such an 
approach responds to people's needs and 
involves them in programme formulation, 
implementation, monitoring and evaluation 
so that a strong feeling of ownership is 
established. It seeks sustainable strategies 
and actions that have the greatest impact for 
most people at an affordable price. The 
guiding principles cover human rights, equity, 


quality of care, Participation, partnerships, 
integration, optimal use of resources and 
sustainability. Partnerships and sharing of 
responsibilities among government, non- 
governmental organizations and the private 
sector are important to stimulate new ideas 
and approaches and ensure both service 
coverage and quality of care. 


Programmes directed at particular 
components of reproductive health already 
exist in one form or another in most countries 
but have tended to operate in isolation with 
a focus either on technology - as in family 
planning - or on disease - as in STD clinics. 
Little attention has generally been paid to the 
promotion of sexual and reproductive health 
or to its preventative aspects. The 
Reproductive Health approach involves 
integration and reorientation of these services 
and aiming at delivering these as a package. 


~ An integrated approach does not 
necessarily mean that every service delivery 
point will have to deal with every reproductive 
health issues. This may be neither feasible 
nor appropriate. What it means is making 
use of every opportunity to prevent specific 
problems especially for those at risk, to 
provide care, treatment and rehabilitation for 
those who have been ill or injured. 
Strengthening health promotion will also 
reduce the numbers of people who need care 
and rehabilitation. Actions need to be 
effectively linked to reduce the interrelated 
problems arising from unprotected sexual 
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relations, complications of poorly managed 
pregnancy and childbirth, unsafe abortion 
and reproductive tract infections including 
STDs and HIV/AIDS. Such action needs to 
be carried out in a costefficient and humane 
manner which gives optimal access to 
services when needed. This requires a greater 
degree of cooperation across sectors and 
disciplines and also calls for partnerships at 
global, regional and country levels among 
governments and NGOs, with the 
professional and scientific community, 
the private sector, and voluntary bodies, 
the ongoing 


and above all else, 


involvement of people. 


Reproductive Health 
Programmes in India 


In India the population growth has 
been rapid due to the fast decline in 
death rate and slow decline in birth rate. 
Contraceptive prevalence varies from 
20% to 63% in different states in India. 
Further, the crude birth rate and mortality 
The 


Government of India has already defined 


rates show a wide variation. 


a comprehensive reproductive and child 
health programme for the country. 
The programme emphasizes the prevention 
of unwanted pregnancies, safe motherhood, 
adolescent and child health. The interventions 
have been defined by levels of care. 
The Reproductive Health programme 
calls for a participatory approach, 
decentralization and has to be demand- 
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driven and need based. In the true 
spirit of ICPD and decentralization, the 
Government of India has decided that 
from April 1996, the Family Welfare 
Programme is to be implemented all 
over India on the basis of a target 
free approach which means that in future 
the centrally determined targets will no 
longer be the driving force behind the 
programme. The demand of the community 
for quality services is expected to become a 
key factor making it a people's programme. 


The change over to a target free approach 
necessitates decentralized planning in 
consultation with the community at the 
grassroots to provide quality services to the 
community. Besides, the monitoring and 
evaluation of the performance also requires 
a fresh look at the issues of quality of care 
at different levels of the Primary Health 
Care System. 


To address these issues, the family 
welfare programme of the Government 
of India has developed a manual on Target 
Free Approach in Family Welfare 
Programme. This will provide guidance 
on decentralized planning at the PHC 
level to improve the quality of care and 
monitor the improvements in the quality 
of the services provided to the community 
by the Primary Health Care system of the 
country. | am happy to mention that WHO 
was able to provide catalytic support to the 
Government in these endeavours. 


WHO Collaborating Centres and 
Reproductive Health 


A WHO Collaborating Centre is an 
institution designated by the Director- 
General of WHO to form part of an 
international collaborative network carrying 
out activities in support of the Organization's 
programme at all levels. The functions 
of WHO Collaborating Centres individually 
or collectively include conducting 
biomedical, clinical and operational 
research, training of human resources, 
development and dissemination of 
methodologiés and information, and 
provision of services, etc. The designation 
of an institution as a Collaborating Centre 
is independent of financial support to 
the institution by VWWHO. The Organization's 
goal of HFA calls for greater utilization 
of institutional facilities, scientific expertise 
and potential for collaborative activities 


In the field of 


reproductive health, there are ten 


within the countries. 


collaborating centres, in the South-East 
Asia Region, of which five are in India. 
| am very happy to.say that our collaboration 
with the Institute for Research in Reproduction 
in Mumbai dates back to about a 
quarter century A since 1972. The 
WHO Collaborating Centres in Human 
Reproduction have been conducting 
research on methods of fertility regulation, 
participating in multicentered clinical trials 
designed to assess the safety, effectiveness 
and acceptability of existing and new fertility 


regulating agents within the framework of 
WHO's Special Programme of Research, 
Development and Research Training in 
Human Reproduction (HRP} in Geneva. These 
collaborating centres have also acted as 
resources for providing consultants for 
development of research and conducting 
training in human reproduction. 


As the scope of reproductive health has 
widened considerably, there is now an urgent 
need to support research institutions not only 
in conducting clinical trials but also in other 
types of research, such as socio-behavioural 
and operational research. Similarly, new 
training needs have emerged specially in 
research methodologies, programme 
management as well as clinical aspects of 
various components of reproductive health. 


Accordingly, in recent years we have 
been trying to activate the existing 
collaborating centres in line with the changing 
demand of national programmes as well as 
WHO's priorities. These demands have been 
generated by commitments made at ICPD and 
by the needs expressed by countries. There 
has been a need to review the existing 
terms of reference of the collaborating 
centres and revise them in consultation with 
the centres so that in addition to clinical 
research they can also be actively involved 
in national reproductive health programme 
development and provide technical 
backstopping to WHO collaborative 


programmes at the country level. 


Reproductive health programmes cut 
across many disciplines within the health 
sector and involve many sectors such as 
education, agriculture, labour, law, income 
generation, local development, etc. NGOs, 
the private sector, professional and research 
organizations, the community and women 
themselves have definite roles to play. There 
is a need to generate alliances and 
partnerships among all concerned. | would 
like to share some examples: 


1) Partnership with Professional Associations 
and Research Organizations in 
Reproductive Health. 


Since it is essential that the reproductive 
health managers should have a sound 
knowledge base, involvement of academia 
and professional associations is most 
important. Such partnership is also useful to 
support public learning and for policy 
advocacy. If partnerships are not developed 
with the academic and professional 
associations, a number of mismatches could 
occur, two of the commonest being that health 
development requires a systems approach 
whereas academia and professionals are 
usually single-discipline oriented. 


Secondly,. academia are normally 
separated from the regular and systematic 
health development processes in the country. 
There is a need to develop collaboration 
between such organizations. This will 
help the academics to understand the 
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programmatic needs, aspirations and 
limitations within which most government 
programmes have to function. Similarly, such 
partnerships can help governments to create 
scientific knowledge for wider application. 


In the development of partnerships with 
academia and professional associations, 
three strategies can be identified: (a) 
partnership in health planning, (b) partnership 
in research including health systems research, 
and (c) partnership in various expert panels. 
Women and 


2) Partnership with 


Related Sectors 


Women's health status is a cause of 
concern as reflected not merely in high 


‘maternal mortality rates but also in the areas 


of nutrition, infections like HIV, life-style related 
conditions, the work environment, ageing 
and violence. 


Policy makers must be made aware that 
women’s health is basic for health equity and 
programmes must be reoriented to include 
women's perspectives. VVomen's health is 
related to their low social status in the family 
and society. As we are aware, the social 
status of women is still very low in many 
countries of the Region. Women's health must 
thus be seen as an integral part of women's 
development programmes and particularly the 
enhancement of education and employment 
opportunities. Health-seeking behaviours in 
women must be promoted; simultaneously, 


- health care facilities must be augmented to 
match women's expectations for greater 
accessibility to health care. Partnerships with 
women's groups should extend beyond 
merely meeting reproductive health concerns. 
Women over 40 years who are in charge of 
their family's health and well-being must 
receive equal attention. 


Partnership seeking should operate 
simultaneously with processes that improve 
women's status to make them more effective 
partners in health. It is most important to 
involve grassroots organizations as partners. 
Government may consider making 
empowerment of women an Operative part 
of official policy and also consider 
introducing appropriate comprehensive 
health care insurance schemes for all women 
and young girls. We must remember that 
promotion of women's health without 
simultaneously giving them economic power 
will be unsustainable. In this context, the 
Government of India is to be commended 
for its efforts to ensure greater involvement of 
women in all spheres through appropriate 
legislative measures to ensure quotas in 
educational opportunities, jobs, legislative 


bodies and others. 


3) Partnership of Public and Private Sectors 


in Reproductive Health 


There are many individuals and agencies 
providing some components of Reproductive 
Health services. These include public health 


facilities, NGOs, private hospitals, private 
practitioners, including traditional healers and 
services run by industries. People utilize 
various providers for various reasons. 
Because of difficulties in access in public 
facilities, abortion care is one area where 
most women seek the service of private 
providers. These providers vary from qualified 
medical practitioners to nurses and even 
unqualified traditional healers. Sexually 
transmitted diseases and reproductive tract 
infection is another area where either women 
do not seek care, or, if they can afford they 
go to private practitioners. Men also utilize 
the services of private practitioners for 
treatment of STD because of privacy, 
contidentiality, etc. In the organized sector, 
there are examples in India like the 
Confederation of Indian Industries, the House 
of Tatas, etc. and in other countries too where 
the management is not only providing care 
to its own employees but is also providing 
community based family health services. Such 
factors have to be taken into account while 
designing health strategies. 


The private sector should be encouraged 
to give high quality services at affordable 
prices. It is the government's role to protect 
the poor, vulnerable and marginalized 
sections of men and women from exploitai:on. 
Reproductive health should. become the 
shared responsibility in a spirit of partnership 
by forming linkages with public and private 
sector activities, tapping new avenues, and 
more importantly building on what already 
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exists. The involvement of the private sector 
will increase the accessibility of reproductive 
health care services in an affordable manner. 
Studies have shown that providing health 
care to people at work has given substantial 
dividends in the form of a healthy work force 
and fewer workdays lost due to illness and 
absenteeism. This means higher productivity, 
higher profits and eventual reduction of 
poverty and improvement in socio economic 
status. Efforts should be made to advocate 
to the industries and organizations to provide 
reproductive health services at work and to 
the communities where they are located. This 
will go a long way in increasing access and 
coverage of reproductive health services. The 
public sector must ensure equity and health 
security specially to the poor and 
marginalized. 


Reproductive Health - Entry into > 
the 21st Century 


Affected by the impact of global and 
regional social, economic, technological and 
other changes, the current health scenario in 
the SouthEast Asia Region of WHO is a mix 
of both hope and despair, triumph and 
failure, decidedly throwing up a formidable 
challenge to all those involved in moulding 
the Region's health. 


While some impressive health gains 
have been recorded over the past 
two decades, the Region is still beset 
with both ‘old’ problems like prevailing 
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high maternal mortality and newly 
envisioned dimensions of reproductive 
health problems such as HIV, RTI, and 
its impact on women's health. Affluent 
sections of the society in the Region are 
able to avail of the most sophisticated 
diagnostic, screening and curative facilities 
for solving their reproductive health 
problems. At the same time, many less 
fortunate women and children suffer from 
hunger, malnutrition, anaemia and infectious 
diseases. Many women die during 
pregnancy and delivery because of lack 
of basic emergency services. 


These are some of the glaring 
disparities between the rich and poor. 
The concepts of equity and social justice 
are yet to be applied seriously. With 
better understanding now of the crucial 
contribution goodhealth can make to 
both social and economic development, 
health, which includes reproductive 
health, will have to take centre stage in 


national development efforts. The 
concepts of health security and 
health accountability need to be 


integrated into national social development 
policies and programmes of all 


concerned sectors. 


The health sector can no longer continue 
to work in isolation. It must seek new 
partners to fulfil its mandate to the people; 
partnerships based on commitment 
and solidarity, sustained partnerships 


that will have an impact on healthy 
public policy as well as empower individuals 
and women and communities to take 
control over the determinants of 
their health. There is need to explore 
the potentials of various partnerships, 


with industry and business, with 
environmental groups, with the UN family 
and other international bodies with 
opinion leaders at all levels, with 
academia, research institutions and with 
non-governmental organizations. 


———_ + 
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